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Human Resources Development (HRD) is one of the 
priority topics for MMI 
Re Ladies and Gentlemen, 


First | would like to thank action medeor, represented by its president 
Bernd Pastors, for having provided the infrastructure for the 40" anni- 
versary of Medicus Mundi International (MMI). 


This anniversary will be celebrated in different forms: the exhibition we 
have inaugurated and visited this morning, the reception and welcome 
by the local authorities and finally the general assembly of MMI inclu- 
ding the election of a new president in accordance with the Statutes. As 
usual in the meetings of MMI, we will reflect upon a topic of immediate 
interest. This time we will focus on AIDS and its relation to the develop- 
ment of human resources, a process we are just initiating. 


Miguel Angel Argal, president of a. Sei 
Medicus Mundi International One of the characteristics of MMI during its 40 years of existence has 


always been to reflect upon the health issues faced by those countries, 
which experience more difficulties than others. In retrospective, the 
continuity of our reflections is visible. 


We have always made Proposals for structural development and have 
tried to contribute to it. Our continuous efforts, which have always de- 
fined our work, are reflected in the medical care of primary health ser- 
vices at district level. 

Due to the collapse of health institutions today, above all in sub-Saha- 
ran Africa, our intent to establish solid partnerships with institutions in 
the South in order to guarantee that the provision of health services will 
be on an institutional basis, will appear more utopian than ever. It seems 
to be contradictory that the Programs for structural adaptation, the ob- 
ligatory privatisations, the missing structure of financial means for health 
lead to a chaotic system in the Provision of health services. Vertical 
programs have become increasingly popular, but experience teaches 
us that without functioning basic structures in the health system, the 
vertical programs cannot reach their goals. In order to re-establish func- 
tioning health systems, above all at district level, we have reflected upon 
and proposed guidelines on contracting. 


In this chaos, one of the fundamental elements in the chain of health 
services is human resources. Without well-trained and motivated hu- 
man resources it is impossible to maintain an appropriate level of health 
Services. Unfortunately, the situation and the state of human resources 
in the health sector, above all in sub-Saharan Africa, are quite deficient 
and contribute to the chaos in institutional health services in many coun- 
tries. It is not the aim in this brief introduction to enumerate the reasons 


for this situation. Many of them will be referred to in the course of this 
symposium. 


It is sufficient if we agree that the development of qualified human re- 


sources in the health sector is fundamental for a health System, which 
deserves its name. 
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Being aware of the importance and complexity of the topic, MMI has 
identified one of its priorities for the present to be the reflection upon 
some of the aspects referring to the problems of human resources. 


There is not much left to say about AIDS, because almost everything 
has been said. We are all aware of the number of sick, infected and 
dead persons as well as of infected mothers or children and the terrible 
social consequences caused by AIDS at the level of the individual, fami- 
lies and institutions of governments. 


The moral responsibility of governments, international institutions and 
of all of us is immense. Numerous conferences have been organized 
on the pandemic AIDS. Nice words and proposals result from these 
conferences, but in the moment of truth everything that remains is good- 
will and symbolic contribution. 


Which moral judgement will history pass on our epoch and its relation 
to the problem of AIDS? | think that it will not be very different from the 
opinion we have about the problem of slavery which lasted for so many 
centuries and was contradictory to all ethical principles of society. Our 
epoch is confronted with a disease, which certainly does not have any 
definitive cure yet. But we have means and medicine, which are able to 
prolong life and improve the quality of life of those people affected. 
But how are we acting? Due to selfish commercial rules in order to as- 
sure benefits for the pharmaceutical industry, we do not prevent mil- 
lions of people from dying under inhuman circumstances. Which moral 
does our society have and which moral condemnation do we deserve? 
There are many attempts to fight AIDS and other diseases, but they are 
not sufficient because of missing financial means. If we compare the 
means we dedicate to the battle against AIDS and other diseases with 
the costs of the adventure in Iraq we should be ashamed to belong to 
mankind. It is an obligation for all of us to change this situation by using 
all honourable means available. 


All members of Medicus Mundi are involved in the battle against AIDS. 
The topic is very complex and it is impossible to deal with it in all its 
complexity. There is one aspect which has, up to now, not been con- 
sidered much and is related to the aspects we have referred to briefly 
in this introduction: the relation between AIDS and human resources. 
AIDS has led to deterioration in the field of human resources. This will 


be the topic of our meeting. 


| thank you all for being here and trust that our efforts will be successful. 
Even if it is difficult, | hope we will build a better world with more justice 


and humanity. 
Many thanks! 


Miguel Angel Argal 
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Welcome to the conference in Ténisvorst 


Ladies und Gentlemen, dear friends, 


| am glad to welcome you here at action medeor in Ténisvorst. It is a 
great honour for us to organize this conference on the occasion of the 
40" anniversary of Medicus Mundi International — focussing on ”HIV/ 
AIDS related Human Resource Development”. 

Under the "umbrella” of Medicus Mundi International, eleven European 
non-governmental organisations have joined forces to strive for improved 
medical care in disadvantaged countries and for people in need — in 
line with the World Health Organization's target of “health for all”. 


Healthcare should not be a luxury available to individuals only when 
their country has achieved a certain state of development, but rather a 
necessary investment in the economic, social and political future of a 
society. Good health can form the basis for economic growth and the 


Heinz-Josef Vogt, chairman of 


the action medeor board of 
directors reduction of poverty. 


Current data published by UNAIDS on the occasion of this year’s World 
AIDS Day is alarming. HIV/AIDS continues to spread in spite of massive 
efforts to reduce the rate of infections. In Eastern Europe, India and 
China the figures are increasing rapidly. About 40 million people are 
infected worldwide — 27 million in Africa alone. 


Today we would like to tackle this difficult topic, which affects all organi- 
Sations active in HIV/AIDS related projects. How do we deal with the 
Situation when our own expatriate colleagues and local staff are af- 
fected by HIV/AIDS. We will not reach final answers during these two 
days together — but | hope that, by exchanging experiences, we will 
come closer to finding solutions. 


| would like to thank all of the speakers for their contributions to this 
event. 


Heinz-Josef Vogt 
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The 40" anniversary of Medicus Mundi International 


Dear Mr. Vogt, 

dear members of Medicus Mundi International, 
dear collaborators of action medeor, 

Ladies and Gentlemen! 


lam very glad to welcome you here in the city house of Viersen on the 
occasion of the 40th anniversary of Medicus Mundi International. 


The international network Medicus Mundi has made it their business to 
promote health and medical supply in the developing countries. 


This network consisting of eleven organisations out of nine countries 

has taken over the vital work of developing projects and initiatives in 

order to eliminate diseases, poverty, misery and underdevelopment. In 

this context, your organisations care especially for the improvement of 

the people's living conditions in the developing countries. ~ Marina Hammes, Mayor of the 
city Viersen 


By doing this, you have effectively pushed a significant work, which is 
committed to the thought of a global responsibilty. 


| am very happy to welcome Medicus Mundi and all organisations of 
this network in Viersen. 


As Mayor of Viersen, | can proudly announce that you are in a city and 
in a region that turns itself in the responsibility for the human beings in 
the needy countries of this world. 


In Viersen, the One-World-Work is carried out with great commitment, 
too. 

We have not only the “Forum One World”, wherein 12 organisations are 
combined, occupying themselves with the effects of poverty, organis- 
ing help projects and working with commitment to public relations. We 
also succeeded by involving citizens in this business and regularly in- 
forming them comprehensively on the living conditions in the needy 
countries and the need for help. 


| myself have also been committed since a long time to an organisation 
founded in Viersen, and since 25 years, | have already been executing 
sponsorships and projects in the two West African countries Togo and 
Benin. The common operation Viersen-West Africa — short AWA — has 
made things happen in the past years — among the people in Viersen 
as well as for the people in Africa. 

During miscellaneous journeys through these countries, | could con- 
vince myself of this work’s importance for our African partners and how 
important it is to communicate to the people here, what their help brings 


about. 


Ladies and Gentlemen, } ae 
| am sure you will agree with me that we cannot draw the rich countries 


attention often enough on our help's meaning for the people in the needy 
countries. 


ae a 


medicusmund! 


HIV/AIDS related Human Resources Development 


In this context, we were very successful with the organisation of a great 
city festival in Viersen. With the motto: "Europe and the world in Viersen”, 
on occasion of a meeting with our partner cities, we had invited the 
One-World groups of our city as well as those of our partner cities to 
present their work throughout the whole pedestrian precinct. All groups 
had the opportunity to inform the people and sell local products from 
their contact countries at info stands. A varied culture offer completed 
this programme. 


Having already expected a good response to this city festival, we were 
surprised by our citizens’ great interest in the work of our One-World 
groups. Some of the organisations could even win new members there. 


For these reasons, | can present Viersen as a city turning itself in the 
global responsibility with a strong consciousness for the necessity to 
Support our world’s needy countries. 


Therefore, | am also glad to welcome you — ladies and gentlemen — at 
this weekend to your conference referring to the issue "HIV/AIDS re- 
lated Human Resource Development”, and last not least to the 40" an- 
niversary of the foundation of Medicus Mundi International in Viersen. 


With the programme compiled for this weekend, you have managed to 
build a bridge. A bridge between the worldwide itching challenges — 
e.g. the spreading of HIV and AIDS — especially in the needy countries 
of this world — and the celebration of your organisation’s anniversary, an 
organisation that has effectively been facing these problems since many 

_ years and found continuously new ways to fight the diseases which are 
due to poverty, | 


After your meeting here in Viersen, you can certainly take many impor- 
tant ideas for your further work within your organisations with you. 


Therefore, | congratulate yOu cordially to the first 40 years of existence 
of Medicus Mundi International and wish you a nice course of this cere- 
mony. | am confident that all members of this network will continue their 
committed and comprehensive activities for the well-being of those 
human beings on our globe, which are in a special need of our help. 


For this reason, | would like to finish with a quotation of Albert Schweizer, 
who described your work in a brilliant way, as | think: 


“Who has seen the poorest of this world, will feel rich enough to help.” 
In this sense, | wish you all the best and much success for your further 
work, 


Marina Hammes 
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MMI — poverty reduction by health-development 


Dear friends, 


The motto for MMI’s 40th anniversary is the alleviation of poverty by 
developing local health care. 

Since MMI was founded on 8th December 1963 in Aix-la-chapelle, our 
aim has been always: "poverty reduction by health-development.” 

At the beginning of MMI’s history the main focus was on professional 
jena cooperation with developing countries by sending health spe- 
Clalist. 

Over the years MMI developed into an expert organization. Due to con- 
sultations, workshops, important topics raised at a very early stage 
and specialist's conferences in the context of international develop- 
ment cooperation, MMI created important impulses for the countries of 


the South. = 
While the national Medicus Mundi organizations are working opera- Bernd Pastors, managing 
tively in their projects, it is important to build up a framework within the director of action medeor 


development cooperation in order to be recognized by the European 
Association, the WHO, the EU and perhaps in future the World Bank. 
An example might be the guidelines, which were developed by MMI 
for the cooperation between state and private not-profit suppliers of 
health services. | 
During this year’s WHO general meeting, a resolution was adopted pre- 
pared by MMI, encouraging NGOs to offer its health services. E.g. it is 
suggested that private non-commercial suppliers be tied into the na- 
tional health system with contracts according to the accreditation crite- 
ria of the government. Already in 1999, this resolution was prepared by 
MMI, long before the so-called Public-Private-Partnership was picked 
up as a central theme within the development cooperation. . 


The focus of this MMI conference namely "HIV/AIDS related human 
resource development” is a burning issue at least for all who send col- 
leagues into projects. As far as | know this is not a topic, which was 
discussed widely within an international meeting or a workshop_until 
now. Once again MMI has taken a leading role. 


We hope that all the depressing facts and figures we presented will be 
discussed further on the national MMI level. This conference probably 
raised more questions than could be answered. However, all of us must 
face this difficult issue. 


In view of the next world AIDS day on Monday, we must admit honestly 
that the optimistic idea of the WHO that three million HIV/AIDS infected 
people will receive treatment by the year 2005 will not be realistic, des- 
pite possible availability of affordable AIDS medicine and diagnostics. 
lf we lack people in the health system who provide counselling and 
carry out diagnosis and treatment, all other efforts will be without suc- 


cess. 


Our appeal therefore is to remind the WHO, UNAIDS and international 
NGOs: 
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Help to dismantle this bottleneck in the battle against AIDS especially 
in Africa and prevent further loss of medical staff. Otherwise we cannot 
win the fight against the dreadful epidemic HIV/AIDS. 


For the future of MMI there remains a great deal to do. 


Europe's east expansion is coming soon and we are pleased by the 
new membership of MM Poland. Perhaps new MM partners from East- 
ern Europe will be added soon. 


For sustainable development we need more members from our partner 
countries. With our member AMCES in Benin the first step has been 
made. Further members from Africa are welcome. Perhaps during our 
next MMI conference in Kampala at the beginning of next year contacts 
can be found. About 37 African bishops will take part in the meeting. 


As you can see my friends, for MMI there stil remains a lot to do. | hope 
that we will constantly work in partnership across European borders 
and respect each other. Europe also grows together through our com- 
mon goal: "Poverty reduction by health development”. 


Bernd Pastors 
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Dynamics of the HIV/AIDS epidemic and its 
implications for prevention programmes 


1. Lessons learned from Africa, the USA, the Netherlands and Thailand 


Africa 

There is a rapid decline in HIV prevalence in the oldest epidemic areas 
of eastern and central Africa (fig.1). However, the epidemic continues 
unabated in southern Africa. Apparently no lessons have been learned 
from the epidemic, which raged through east and central Africa in the 
nineteen-eighties. The course that the epidemic takes in South-Africa, 
Botswana and Zimbabwe is exactly the same as the one, which oc- 
curred in Uganda ten years earlier. In some areas of South Africa ap- 
proximately 30% of healthy pregnant women are HIV sero-positive. Bot- 
swana is topping the prevalence rate at 38% in adults. A high level of 


males (45%), mainly migrant labourers, makes use of sex workers. This . =! 
is amuch higher percentage than the average in Asia (25%). Sex work- Peter Kok, public health 
ers use combined with a strong cultural objection towards protected epidemiologist and public 
sex has resulted in intensive HIV transmission. A large proportion of health consultant 


urban to rural transmission of the virus occurs when migrant workers 
return to their women at home. These women, who have a low risk of 
contracting the virus themselves, suffer devastating consequences (fig. 
2). Behavioural changes towards prevention have not truly taken place. 
The cultural and spiritual dimensions of disease concepts are instru- 
mental in the denial, even at the highest level of government, of the 
reality of the epidemic. Aids is caused by an outside force, food short- 
age, apartheid and colonialism, not from ones own behaviour. The ba- 
sis of a consensus for preventive behaviour is therefore lacking. 

In east- and central Africa the HlV-prevalence is quickly decreasing. 
This is mainly due to high mortality. AIDS-related deaths are now at their 
peak. 

This has a major impact on families, communities and the socio-eco- 
nomic circumstances. Population growth is affected and poverty is gen- 
erally increasing. A large number of orphans need care. Development 
is hampered by lack of trained personnel. There is hardly the manpower 
and other resources for taking necessary new initiatives in develop- 
ment. A positive sign is that young people are showing a decrease in 
risk behaviour. 


Uganda 

Uganda is hailed as a success story by all those who want and some- 
times need to show that interventions worked. But is the present lower 
HIV-prevalence due to interventions or is it just the natural cause of the 
epidemic? As predicted in the model epidemic, most of the decline in 
prevalence is due to death. Some like to show that people have changed 
behaviour by using more condoms with non-regular partners, others 
claim that people have become more faithful or abstain from sex. Sev- 
eral indicators show that. : 
indeed sex-education has possibly contributed to a change of starting 
sexual behaviour in young girls from 15,9 to 16,5 years. But grown-up 
males have not changed their behaviour in seeking less non-regular 
sex partners, this has remained a steady 20%. What has changed how- 
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ever is the rate of condom use to 60%, higher than in other Southern African coun- 
tries. In contrast also, in Southern African countries, the HIV prevalence in sex work- 
ers is still 60-80%, while in Uganda this has dropped to 20%, a sign that condom use 
is accepted by this group. 


HIV-prevalence and condom use are crucial determinants of HIV-transmission. 


HIV prevalence adults 
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Fig.1 Epidemic curve HIV eastern and southern Africa 


Summary risk factors HIV/AIDS 


country HIV rate —- F/M ratio Child/total HIVCSW NRSex | Condom 

Netherlands. 0.20% 19% 4% 2% n/a 90% 

USA 0.60% 20% 1% n/a n/a : | 

Thailand 1 80% 34% 38% 6% 90% . 
, . 

Uganda 5% = 55% 18% 28% 28% 59% | 

Kenya 15% 61% 9% 85% 45% 42% | 

South-Africa 20.10% 57% 5% 61% n/a n/a | 

Zimbabwe 33.70% 5/% 8% 86% 42% n/a 

Botswana 38.80% 57% 8% 60% n/a n/a 

data UNAIDS 2001 

kokphe 


Fig. 2 Relationship HIV prevalence rates in adults, female/male r 


atio; HIV in Children: HIV in Sex workers; 
frequency of sex with non-regular partner; condom use. 


The USA 


A prompt learning and reaction effect on the HIV epidemic in the group of men 
having sex with men (MSM) can be seen, The HIV prevalence has decreased since 
1989. The effects of anti-retroviral treatment (ART) are substantia] in slowing down 
the case mortality. However, there is a Slow learning effect in minorities, especially 
among Afro-Americans living in poor urban areas. 51% of all AIDS and 49% of all 
HIV is found in Afro-Americans, who constitute only 11% of the Population. Hispanics 


; a 
medicusmund 


HIV/AIDS related Human Resources Development 


demonstrate high-risk behaviour but there is a Slight decrease in the share of the 
prevalence of HIV (19%). 30% of the all HIV occurs in intravenous drug users (IDUs) 
Mortality has come down on account of treatment, more in whites than in blacks. 


The Netherlands 


This country showed a prompt learning effect and government and NGOs took ef- 
fective measures. There is a high level of organisation in affected groups of MSM. 
IDUs initially demonstrated a rise in HIV prevalence of up to 37% in Amsterdam but 
this has decreased to less than 10%. The MSM infection rate declined rapidly from 
an all time high of 5-10%; this occurred mainly in Amsterdam, where 70% of the total 
HIV positive population is concentrated. There is a relative increase in the proportion 
of heterosexual HIV (30%) compared to MSM (57%) and IDU (12%). Targeted infor- 
mation to and counselling of IDUs on behavioural changes as well as regarding 
IDUs as patients instead of criminals and incorporating their own peers as change 
innovators, have succeeded in harm reduction, wide acceptance of needle exchange 
programmes and replacement of intravenous with oral drugs. A successful experi- 
ment with the provision of free supervised heroin has improved health of the user as 
well as diminished the need for theft. New cases of HIV are mainly those coming 
from southern countries, especially in women. 

There has been little entry of HIV in sex workers (<2%)(CSW) because of the pre- 
existing high level of protected sex, thus preventing HIV from reaching the general 
public. The HIV prevalence rate is at the level of the northern European countries. In 
countries in the south of Europe the HIV prevalence rate is 2 to 30 times higher. 
The epidemic is in control. HIV/Aids prevalence is at a low level. ART is widely avail- 
able, greatly diminishing mortality for the time being. 


Thailand 

This country showed a rapid increase in the HIV positive population through an 
extensive network and frequent use of female and male sex workers in the early 
nineteen-eighties by office workers and young people. A nation-wide concerted action 
supported by the royalty, the religious and all societal groups and based on behav- 
ioural changes towards protected sex has halved the HIV prevalence in target groups 
of young people from 7.2% to 3.4% in 5 years time. An aggressive STD policy was 
executed. The overall infection rate is estimated at 1.8%. There has been some 
rebound after the initial success. ; 
Use of CSWs has also decreased. The above results are an example of one mes- 
sage and one goal: protected sex must be the "norm”, and not an individual choice. 


2. Scope of the epidemic 
The situation in Asia 


Cambodia 

In 1991 the first HIV positive persons were found and prevalence rates have steadily 
mounted to the highest found in Asia, 3% to 4% in 1998. 

Ten years ago the presence of the UNCTAD forces brought an influx of single men 
and a lot of money. It created a rapidly growing industry of CSWs and some intro- 
duction of HIV. After withdrawal of the forces, the large number of CSWs from all over 
the region (Vietnam, China, Thailand, Laos) solicited local customers who were of- 
ten unable or not motivated to pay for condoms. The level of unprotected sex in- 
creased sharply and now the AIDS-disease epidemic is highly visible with many 
victims dying in both cities and in rural areas, the first victims were traders and their 
wives. Local home and community care is emerging. Many efforts have been made 
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to change CSW behaviour. Protected sex has become more acceptable. Lack of 
national political unity in the attempt to make behavioural change the norm’ is stil! 
an obstacle. Nevertheless, a recent survey among 15 to 49-year-olds indicated a 
drop of nearly 20% in the prevalence between 1998 and 2000. The HIV prevalence 
in this age group is now 2.6%, down from a high of 3.8% in 1998. Among full-time 
sex workers, HIV rates plummeted from 42.6% to 314 .1% and the HIV infection rate 
among male policemen dropped from 6.2% to 3.1% in the same period. 


China, Cambodia, Thailand, Vietnam, the North-eastern states of India and Myanmar 
These countries share the "Golden Triangle”, an area of major concern in the spread 
of drugs. The change from oral and nasal drug use to intravenous drug use has lead 
to the rapid increase in limited pockets of drug users. There appears to be a limited 
amount of HIV transmission from the IDUs to the general public and to the CSW 
Circuit. Differences in viral strains make it possible to trace epidemics. However, the 
combination of high mobility and drug use results in the transport of the virus to other 
remote areas. Serious malpractice in blood transfusion Procedures has lead to large 
focal outbreaks in China. ; 


India 

In the year 2000 an estimated 700,000 adults in southern and South-eastern Asia 
became infected of which 450,000 were men. Most of these people live in India. 
There are regional foci, mainly centred in urban areas with a Spill over to rural areas. 


norm. In Calcutta, where the high level of organisation among female sex workers 
enables them to negotiate successfully for “protected sex only”, the epidemic has 
been brought to a halt and maintained at low levels of transmission, even in situ- 
ations of poverty. 

The dissemination of the epidemic depends largely on the mobility of the workforce, 


estimate of 7 million People. In view of these Parameters, the epidemic may remain 
at levels below 1%, with higher levels in specific small groups of vulnerable people. 


Bangladesh 

The epidemic has not yet established an important foothold in the country. CSWs 
were, until recently, when the government sent them from Dhaka back to their homes 
throughout the country (1), reasonably well controlled with medical care and regular 
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places of work ina relatively protected environment. HIV prevalence is low, less than 
3% of CSWs test HIV positive. However, STD rates are high and there is a growing 
number of IDUs. Only half the amount of donated blood is ever tested. 


Australia and New Zealand 
These countries demonstrate western European experiences with a steep rise and 
subsequent decline of the epidemic in the late nineteen-eighties. Protected sex, 


especially between MSM, appears to be the main factor limiting the development of 
an epidemic. In IDUs the rate is < 2%. 


Japan 

This country has maintained a low HIV prevalence. The HIV prevalence was most 
likely caused by the failure to test donated blood at the beginning of the epidemic. 
Protected sex was an accepted practise as it was the main method of family plan- 
ning. 


The Philippines : 

This country had a well-organised CSW industry and provided medical care and 
HIV prevention methods. This has resulted in a high level of protected sex leading to 
a low level of HIV. Harbour communities, seafarers and migrant labourers are at risk. 


Indonesia 

This country has low levels of HIV-prevalence (0.1%). HIV appears to be a slowly — 
progressing focal epidemic. 

Weak spots are found in the harbour communities (Papua province) and in poor 
areas where migrant labour is increased. Also, the drought of a few years ago forced 
many women to seek employment as CSWs, exposing them to the risk of unpro- 
tected sex. IDUs form a considerable portion of newly infected persons (up to 35% 
infected). However, this all occurs at moderate levels of transmission. There are no 
strong objections to the methods necessary to decrease the level of unprotected 
Sex. 

Cultural permissiveness, ignorance and poverty are identifiable as factors, which 
cause the relatively high AIDS prevalence (0.06/1000) in Papua province as com- 
pared to 1/30 of this in all of Indonesia. 

The HIV prevalence among female sex workers in Papua province is. the highest in 
Indonesia (26.5%) with 3%-5% in Jakarta. Jakarta has 600 reported aids cases, 
followed by Papua province (300), West Java (45), Bali, East Java and Riau. 


Vietnam 

Vietnam has demonstrated a rapid increase of HIV prevalence in various vulnerable 
groups: CSW in urban areas (28% infected) and intravenous drug users (79% in- 
fected). These groups remain unrecognised by local and national authorities. This 
hampers an effective approach to limiting the transmission of the virus. With the 
possible exception of some indigenous tribal peoples, condom use is accepted. 
However, the dissemination of condoms as well as information concerning the ad- 
vantages of their use needs more attention. An effective approach for IDUs, includ- 
ing needle exchange programmes, must also be established. Most drug users are 
detained in rehabilitation camps for several years; 70-80% resumes the drug habit 
shortly after release, as counselling and follow-up are not well established. An Aus- 
tralian report found 75% of those infected with HIV in Iran were injecting drug users, 
65% in Vietnam and 54% in Thailand. 
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3. Underlying factors in the spread of the HIV epidemic 


The most important mechanisms of transmission are: 

~ Unprotected sex with female sex worker communities (over 70% of HIV infections 
world-wide occur through sex between men and women) and, to a lesser extent 
the male sex worker (10% of HIV infections occur through sex between men); 

— Injecting drug use leads to both direct transmission (5% of HIV infections occur 
through intravenous drug use, four-fifths of those affected are men) and indirect 
transmission (less responsible behaviour: alcoho! abuse); high mobility of the | 
labour force: 


Fig. 4 Urban to rural HIV transmission in which high risk and low risk Prevalence segments are indicated. 


Accelerators of the epidemic are: 

— Cultural beliefs which interfere in establishing a strong preventive Culture 

— The level of migrant labour : 

= Religious doctrines which prevent effective sex education and inhibit a strong 
UNequivocal policy of protected Sex in situations of risk 

— The level of other sexual transmissible diseases (STDs) 


— Deep Poverty in urban areas resulting in the exploitation of women and children 
— Alcoholism 


choice show a much higher HIV prevalence (up to 50%) than those who arrange 
their fo hd it ged (1%). The potential for infection in some CSW groups 
I.€. I Bangladesh, is high: 95% have herpes genitalis, 60% t iti lis, 
but HIV prevalence is stil| low, Pune 2 Digna Sh aga 


A rapid increase in the number of CSW, as is happening in East Timor at the mo- 


ment, lays the foundation for an HIV-infection explosion the moment the UN forces 
leave. A large group of hospitality service Providers has been created which will turn 
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to local clients once the UN forces leave and money becomes scarce. Local clients 
will have fewer opportunities and possibilities for HIV protection. In the context of the 
present State and church political climate, characterised by denial and lack of activ- 
ity, a Cambodian-type post-UNCTAD epidemic may be expected. 


Denial, stigmatisation and discrimination are important underlying factors that pre- 
vent people from taking the necessary action to protect themselves, their spouses 
and their families. 

Governments and societies that accept CSWs and IDUs must strive to make these 
groups responsible in a participatory way for their own behaviour and share with the 
need for counselling and care. In these circumstances the rates of infection are 
much lower than in societies where this is not the case. Victimisation and concentra- 
tion of vulnerable infected groups in prisons or scatter them throughout the region 
are some of the mechanisms that promote further spread of the epidemic. 


Voluntary testing and counselling aimed at behavioural change has been shown to 
lower the HIV incidence. 

This is especially the case in discordant couples, where transmission can be re- 
duced to virtually zero by accepting protected sex. These and many other studies 
show the effectiveness of protected sexual practices, |.e. condom use and other 
contextually safer means of sexual encounter. If the condom would be used in only 
80% of high risk sexual encounters, the epidemic would diminish by 95%. This is 
well illustrated by the difference between the situation in the Netherlands, where 
protected sex is the norm, and in South Africa, where it is not. 

Most governments have programmes for HIV/AIDS prevention but few support af- . 
fected persons and families and/or those at risk by requiring them to organise them- 
selves and undertake activities to help themselves. 


Mobility is increasing as international borders open and trade intensifies. Maritime 
and fishing communities are threatened by and vulnerable to HIV. This can lead to 
the transmission of HIV to otherwise isolated places (Merauke). 


Male to female HIV transmission is 2.3 times higher than female to male transmission 
(Italy). The young age of immature girls, the method of sexual encounter and the 
presence of other sexual diseases can alter this factor. ; 
Women all over the world find themselves at risk of HIV infection because they lack 
the power to determine where, when, how and with whom sex takes place. This is 
why part of the effort to curb the AIDS epidemic must include challenging harmful 
concepts of masculinity and changing many commonly held attitudes and behav- 
iour, including the way men view risk and how boys are socialised to become men. 
Notions of masculinity are often rooted in and reinforced by religious thinking and 
customs. 


Looking at the dynamics of the spread of HIV throughout the world, one can base 
some important policy conclusions on the now well known facts, accumulated over 
nearly 20 years of research in this challenging field. 


These can be summarised as a two-pronged approach: 

a. The need for a general policy at a country's national level which recognises its 
position in the world of the emerging HIV-epidemic and which creates the ne- 
necessary framework for a general strategy that is based on facts and feelings. 
This policy must be supported by national and local governments and must be 
directed at and involve all people. 


an 
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b. The need to focus specific measures and intensive efforts at those people who 
are, singly or collectively, in a position of greater risk of HIV exposure. 


It is clear from the examples that in countries that are Clearly able to accept reality, 
HIV and AIDS are successfully being prevented and/or treated, leading to a signifi- 
cant decline of the HIV epidemic, most often prior to HIV reaching serious epidemic 
proportions. 

However, most affected countries, particularly in Africa, are unable to formulate na- 
tional policies taking into account the realities of the epidemic. South Africa, with its 
modern means of development, is an ominous example of this inability to recognise 
and prevent such a disaster. It will follow, like Uganda, the epidemic course towards 
its natural consequences. The HIV prevalence will decrease to half its present level 
primarily due to mortality rather than as a result of adopting behavioural Changes. 


The rational model of risk assessment and decision-making based on cause and 
effect relationship projections does not fit the historical and social determinism of 
the traditional African culture. Time has a different meaning for many traditionalists 
and diseases are regarded as being caused by exterior forces (the gods, the evil | 
Spirits) or they are considered a Punishment resulting from trespassing against cul- 

tural and ancestral norms. Therefore a person cannot negotiate with or influence 

these forces. 

This phenomenon does operate in different contexts in different countries. It is often 

stronger in culturally isolated traditional minority groups. On the whole and in con- 

trast to African communities, Asian communities show a reasonably rapid response 

in adopting effective behavioural change to prevent unprotected sex. This has lead 

to a decrease in the HIV levels (Thailand, Cambodia, and India), even before the 

epidemic reached serious epidemic. 


4. Prevention 


When dealing with HIV Prevention one has to work with people and their socio- 
economic environment. Sex and sexual activity are partially based on individual 


Primary prevention entails the Prevention of the HIV transmission from one person to 

ther. This can be achieved through protected sex, delayed sexual activity or 
avoiding sexual contact at all as well as by increasing the ability of negotiation espe- 
cially in societies where gender roles, reinforced by cultural and religious doctrine, 
expose, particularly young, people to high risk behaviour 


It also calls for specific actions among high-risk groups. In most urban societies 
CSWs are a very high-level source of the virus, which is waiting to be spread through 
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exploited as labour by persons in power may make the option of protected sex 
available to them, as shown in the Calcutta programme. 


The migrant/mobile labour force is a very large and vulnerable group due to loneli- 
ness and lack of social cohesion. Intervention in this group ranges from the simple 

“prevention of unprotected sex” to the more complex reshaping of the socio-eco- 
nomic process in which the labourer can live within a family and work is brought to 
the people instead of people to the workplace. 


In the West, accepting the underlying principle of recognition and acceptance of the 
group of IDUs as a vulnerable group for HIV transmission has made effective inter- 
vention possible, reducing the HIV status. The goal should be that of harm reduction 
rather than rehabilitation. 


Smaller groups who are at high risk are those in prison, the homeless and street 
dwellers, (including youths), refugees, the armed forces and police. 


5. Treatment 

Access to treatment is crucial in creating the necessary framework for prevention 
and intervention. Effective treatment consists of drugs to treat or prevent opportunis- 
tic infections (Ol) and the Anti-retroviral treatment (ART) for persons with AIDS. ARTs 
are becoming more available as the moral injustices connected with the availability 
of effective ARTs in the West and the absence thereof in the South has been glar- 
ingly presented to the world forum. Deals between countries and pharmaceutical 
industries, brokered by WHO/UNAIDS, are expecting to increase the use of ART 
and drugs for opportunistic infections. Developing policies and means to use ARTs 
and Ol-drugs in HIV/AIDS programmes will be a challenge for development organi- 
sations and governments. 

Effective STD control at primary and secondary levels of the health service does 
contribute to decreased transmission, especially if it forms an entry point to behav- 
ioural change aimed at the prevention of unprotected sex. In this context there ap- 
pears to be a positive behaviour factor connected with voluntary HIV testing and 
counselling facilities. 

A high level professional TB control is essential to limit the secondary damage done 
in the community by TB to those with HIV. Government policy and funding contracts 
to well organized NGOs for TB-treatment at community (COT) and primary health 
level (DOT) are necessary. The TB treatment modalities of DOT and COT could be 
used for ART at community level as well. 


6. Care 

Because the AIDS epidemic evolved at a high level, community and outreach care 
systems have been well developed in Africa, where HIV/AIDS affects every four to 
six households. In Asia care has developed on a more individual level with family 
and small community support. In an urban environment one may have to support 
hospice care for people detached from or not accepted by their families because of 
their lifestyle. Community support will be necessary for the situations, such as those 
in India, where lack of support of the widow and her children by the husband's family 
occurs. Large orphanages are to be avoided, while foster care in small groups should 
be promoted. NGOs can create support centres for home and family care, which 
may offer socio-economic support as well as access to treatment. This care may be 
combined with the teaching of tolerance for those with HIV/AIDS and with educa- 
tional measures for the prevention of HIV transmission. 
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7. Conclusions 
The HIV epidemic in Asia is expected to run its course at a much lower level and 


follow a more protracted course when compared to the African epidemic. The main 
determinants, sexual behaviour and the ability to adopt protective measures, differ 
considerably between Asia and the South-and east African situation. Although IDUs 
are present in higher numbers in specific areas, when compared with the general 
population they form a small but high-risk group in which intervention has been ef- 
fective but politically difficult to accept. 


International development NGOs should direct the focus of their intervention towards 
vulnerable people and Sub-communhities, rather than to populations at large. The . 
latter can be addressed by mainstreaming HIV information in all (non-health) project 
activities and educational programmes. Emphasis should be on urban centres and 
specific communities in areas of high migrant labour activities and drug use. HIV/ 
AIDS is an integrated aspect of the wider sexual and reproductive health and rights 
programme, reflecting the millenium goals and the CPD and UNGASS goals to which 
all governments have been committed. 


Advocacy for human rights issues related to recognition of freedom of organisation 
and access to services are extremely important in the attempt to curb the transmis- 
sion of HIV and in dealing with its consequences. This is particularly true when these 
issues refer to vulnerable People: sex workers, MSMs, IDUs, prisoners, PLWHA, refu- 
gees and migrant labourers. 


Peter Kok 
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Source of data: 

— UNAIDS report 2001. 

— Asian Harm Reduction Network Information on Country Developments in HIV/AIDS. 
~ Various Ministries of Health Reports India, Vietnam, Indonesia and Cambodia. 

— P.W.Kok; F. van der Hoeven, The Impossible Condom. Memisa Medisch, 61;78;1995 
— P.W.Kok, Epidemiologische Verkenning HIV/AIDS. Memisa Medisch, 65;6; 1999 
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Peter Koko. Behaviour changes have little influence 
Public Health Consultant on the epidemic in Eastern and 
Southern Africa. 


Most countries in Africa are unable to 

face the realities of the epidemic. 

Cultural factors are the main obstacle to prevention should go hand in hand. 
effective HIV/AIDS control. 


fic BS willbe a valuable addition 
if a Suitable product can be found. 


Especially as the majority of women are _ : 
infected by idalsle own husband 1985 1990 1995 2000 2005 2010 2015 220 


year 
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Estimated reduction in HIV transmission 
By condome use 50% 


By high risk males only 
By high risk females 
By all males and females 
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HIV/AIDS epidemic: a cultural < 


Sub-Saharan Africa is the part of the continent most severely affected 
by the global HIV/AIDS epidemic. AIDS is now the leading cause of 
death in sub-Saharan Africa and the cause of a 15-years drop in life 
expectancy in the region, from 62 to 47 years. Many factors, occurring 
together or in rapid succession, support to spread the infection. Pov- 
erty, considered not as a simple precarious economic status but as a 
combination of both physical and social circumstances, can be con- 
sidered as cause and effect of the epidemic at the same time. 


Emphasizing the relevance of cultural practices, beliefs and sexual 
behaviour towards HIV/AIDS does not mean neglecting the role that 
political and economic factors play in relation to population’s health. 
However, we cannot hope to beat HIV/AIDS if we do not acknowledge 
the social, cultural and economic implications determining sexual be- 
haviour. In this sense, it is important to look at both a diachronic and a 
synchronic perspective to understand the dynamics of present day 
sexual behaviour. 


By the same token, any decision or proposal, which attempts to curb 
the spread of HIV/AIDS and fight against this disease, must not forget 
the gender issue. The difference between sexes has demonstrated 
women’s greater vulnerability to sexually transmitted diseases, and thus 
the greater vulnerability to a HIV infection. 

The greater biological vulnerability however does not explain by itself 
either the greater incidence in women or the great difference between 
female and male adolescents. Such a dramatic incidence rate, in par- 
ticular among young woman, can only be explained by other structural 
and cultural factors. 


Structural factors include economic policies and political choices while 
cultural factors refer to traditional models, which tend to penalise women 
in terms of Knowledge and control of their existence, starting with per- 
sonal choices in the sexual sphere. 


While males generally continue to exercise a predominant roie in de- 
ciding when and where to exercise their sexuality, pre-adolescent women 
may attract the attention of young men and adult males without been 
able to oppose such attention or even real violence, because of their 
upbringing. Therefore, it is not possible to fight against AIDS without 
promoting young and adult men’s awareness of the risk for both them- 
selves and their partners. During my last mission in Tanzania a year 
ago, | focused my attention on the gender issue and particularly on 
male risk awareness. 


Last, but not the least, the problem of mother-to-child transmission of 
the HIV virus is a problem in which both cultural and social aspects 
play a great influence. Prevention efforts have failed to reduce inci- 
dence of HIV transmission in women of childbearing age. 


Mara Mabilia 
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Mara Mabilia, 
social anthropologist, 
CUAMM -— Doctors with Africa 
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The effects of the HIV/AIDS epidemic in high 
H1V-prevalence countries on health care 
services and health care staff 


The effects of HIV/AIDS epidemic in high prevalence countries on health 
Care services and health care staff are many, but few data are avail- 
able. However, the few available data show that the implications of the 
epidemic in some of the high prevalence countries are alarming and 
that urgent action is needed. 


Slide 2 of the attached Powerpoint-presentation gives an overview of 
the effects on health care services by HIV/AIDS and from this diagram 
it becomes clear that many effects causes others: these become vi- 
cious circles. To reverse the final result, the decline and quality of health 
Care, interventions at different levels are (urgently!) needed. 


Health care staffs are at risk of HIV infection in their work. Needle stick 
injuries, Surgical accidents, contact with blood (e.g. in the emergency 
room or in the delivery room) are just some of the examples where health 

| Care workers can become infected. The risk of infection during their 
Dr. Piet Reijer, work for the health care staffs has not been studied in high-prevalence 
Medical Mission Institute countries. 


The HIV-prevalence among nurses and midwives in one of the high 
prevalence countries (Zambia) was over 40% in 1994 (slide 3). These 
data came from the annual sentinel survey. The source of infection, i.e. 
as the result of their work or due to other ways of transmission, is not 
known. The infection rate among nurses was higher than among mia- 
wives, while the midwives are likely to have more direct contact with 
blood of patients. 


_ The effects on the health Care services are many (slide 4). First of all, 
there is an increase in the workload. This is seen both for in- and for 
outpatients. In almost all the high-prevalence countries the Stories of 
overcrowded wards are known, especially the medical wards. Several 
Studies gave figures of between 70 and 90% for HIV-positive patients in 
medical wards. The HIV Prevalence in children’s and maternity wards is 
also considerable, but few data are available. The extra workload for 
the health services is also seen in an enormous increase in the number 
of Tuberculosis patients, of which over 70-80% are HIV positive. The 
Case detection rate of Tuberculosis increased with over 500% in some 


detection rates of over 1,000 per 100,000 are reported from some ur- 
ban sites with a HIV prevalence of over 30%. 


The HIV/AIDS epidemic has also brought new tasks, €.g. Counselling. 
Most of the countries have opted for training health workers as coun- 
Sellors and this new task has often to be performed after normal work- 
ing hours. 
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The workload for the individual in-patient has increased. Patients are sicker 
than before the HIV/AIDS epidemic and need more attention from the staff. 
Sometimes the patients are left alone by the relatives, who normally perform a 
lot of supportive tasks. The overall death rate in high-prevalence countries 
especially in the age group of 20 to 45 years has increased with over 300%. 
Not all AIDS patients will die in the hospital, but part will and this increases the 
workload for the staff. 


One of the effects of the HIV/AIDS epidemic on macro-economic level is the 
decrease in the Gross National Product (slide 5). This causes the economic 
situation in the high-prevalence countries, which was already poor in most of 
these, deteriorates further. A declining economy means lower salaries, high 
inflation and poor secondary conditions of service for most. The income gap 
between the rich and the poor countries in the world is widening and people, 
including health workers, look for opportunities to find better-paid work. There 
has been a steady flow of health workers, especially from Anglophonic coun- 
tries to e.g. UK, Australia, USA and Canada. Another consequence of the 
poor remuneration of staff is that they become de-motivated and they are looking 
for additional work, which increases the absence from the actual job. 


Few studies are available to show the effects of the HIV/AIDS epidemic on 
health care services. Slide 6 to 11 provides some of the findings of various 
studies. Most of the data come from a study done in South Africa, performed 
in 2003, which show some dramatic effects of the HIV/AIDS epidemic in this 
country. One should take into account that the HIV epidemic in South Africa is 
a relative new one and that although the HIV prevalence is high, the full AIDS 
epidemic is still to come. This could mean that the effects are far more severe 
on the health care systems in high-prevalence countries where the onset of 
the epidemic was much earlier than in South Africa. 


Antiretroviral treatment has come into the reach of many more after drastic 
orice reductions and the production of generics. ART and HAART have be- 
come "buzz words” and it appears that many see availability on a large scale 
of these drugs as the magic bullet. Words of caution are often translated as 
"you want to deprive people of their rights”, but a large scale introduction of 
the treatment will have far reaching consequences for the already overbur- 
dened and "on-the-point-of-collapse” health care services. Slide 12 shows 
some of the difficulties that a large-scale introduction of ART will have on the 
health care service. 


A lot can be done to stop the further decline or, even better, reverse the situa- 
tion. Some examples of what can be done are given in slide 13 to 15, but 
much more can be done. The keywords in this process will be: political will 
and funding. Should we try to divert some of the funding from the Global Fund 
Against Malaria, Tuberculosis and AIDS and from the "3 by 5” initiative to 
strengthen the health care system in general? 


Dr. Piet Reijer 
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The effects of the 
HIV/AIDS epidemic in high 
HIV-prevalence countries on 

health care services and 
health care staff 


Piet Reijer 
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Effects of the HIV/AIDS epidemic on health 
care services in high HIV prevalence countries 


* Infected staff: What is the source of infection? 
~ Reflection of HIV-prevalence in the community 
* Sentinel survey Zambia 1994: over 40% of pregnant nurses 
and midwives were HIV-positive 
~ Infection due to professional risks: higher risks for 
surgeons, laboratory personnel, midwives? 


* Sentinel survey Zambia higher prevalence among nurses 
than among midwives 


Effects of the HIV/AIDS epidemic on health 
care services in high prevalence countries 


* HIV/AIDS epidemic causes decline in 
economic growth 
- North-south gap increases 
* More health workers look for greener pastures 
Salaries of health care staff stagnant 
* De-motivated staff 


* Increased absence due to “site activities” 


“hard” data 


* Nurse’s average days’ off work: 42 in 1998 
to 58 in 2001 (Hlabisa, RSA) 

* High death rate among health workers: 
death rate in a twelve month period of 2% 
(Malawi 1999) 

* Death among health workers in a hospital 
increased 13-fold over a ten year period 
from 1980 to 1990. largely due to AIDS 
(Zambia) 


| HIV/AIDS in the | 
health sector || 


Increase in the More health care | 
number of services diverted 
persons with to HIV/AIDS Absenteeism Morale of 
HIVIAIDS weatment | and deaths of health care 
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Effects of the HIV/AIDS epidemic on health care 
Services in high HIV prevalence countries 
* Increased workload 
~ Additional patients 
* Overcrowded hospitals 
* Over 70% of all patients in medical wards are HIV- 
positive 
* 500% increase Tuberculosis patients 
* New tasks, e.g. counselling 
—~ Workload individual patient 
* Condition of patients admitted is poorer and patients 
need more attention from nursing staff 
* Number of death in hospitals increased 


* Malawi lost 278 registered nurses and 
midwives to the UK between 1999 and 
2002, while only 258 were newly trained in 
the same period 


The number of nurses employed by the 
Ministry of Health in Zambia dropped from 
over 11,000 in 1998 to approximately 8.000 
in 2002 (1200 went abroad. 700 early 
retirement, the rest????99 


Cumulative number of deaths from 1999 among health 
workers as a percentage of the current health work force 


© Not age adjusted 
B Age adjusted 
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“hard” data “hard” data 


South Africa (October 2003): 
¢ If the HIV-prevalences in the public service : epoca health workers dic sunually duc % 
are similar to those in the population as a «EY wroval ee a 
whole, Tt means that about | in 60 prevalence among health workers: 17-20% 


government employees died of AIDS in * Some hospitals had over 90% AIDS-related medical 
beds occupancy 
¢ “exhausted staff”: 
~ the sheer volume of patients, 
~ lack of equipment, 
~ lack of support from relatives. 
— drop in quality in care 


1999. As the epidemic evolves, this rate 
could increase to | in 40 or worse. (IMF on 
Swaziland) 


“hard” data "3 by 5” 


South Africa (cont.) * ART will increase the workload 

° Over 70% of health workers noted the heavy — Malawi: 10 additional staff needed to introduce 
workload as the most debilitating environmental ART in a rural district 
factor ~ Kenya: 60 patients on ART took 30% of 
Over 20% said their workload doubled in the lact 5 consultation time in a health centre in Nairobi 
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: Zambia: ART in arural hospital requires 2-3 
years 


additional laboratory technicians (for 
¢ 33% reported a low morale approximately 400 patients) 
* 16% of the health reported they had no job 

satisfaction 


What to do What to do 


¢ Increase training capacity 
— Ministry of Education (Zambia): increase 
training capacity with 25% to keep the number 
of teachers at least at current levels 


* Changing requirements 
— University Teaching Hospital of Lusaka created 
a “new” type of nurses with a one-year training 
— Hospitals provide additional incentives for 
Kenyan Nursing Council: set up a steering health workers (Zambia) 
committee to analyse and monitor the needs of _ Ministry of Education (Zambia): shortened 
(nursing) workforce in Kenya teacher training course 
— Malawi: additional counsellors needed for VCT — Temporarily employment of staff on leave 
centres should be non-health workers _ Recall retired staff 


What to do 


* Catholic Health Services Namibia: 
provision of ART to infected staff 

* Malawi: infected health workers should get 
priority if ART becomes available (through 
Global Fund) (discussion on “equity access 
to ART’) 
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Challenged by HIV/AIDS - 
church institutions and their role as employer 


| begin my explanations with two quotations. The first is from the Sym- 
posium of the Episcopal Conference of Africa and Madagascar in De- 
cember 2001: 

“We came up with the conclusion that the church must take a leader- 
ship role in fighting HIV/AIDS at all levels, so that she really plays her 
role of being the voice of the voiceless and hope for Africa.” 


The second quotation is taken from a workshop of AGEH development 
workers and their counterparts coincidentally being held at the same 
time as the Episcopal Symposium: 
"A four-day workshop of church-based organisations from West, East 
and Southern Africa was held to discuss the impact of HIV/AIDS on 
human resource and staff management. The common experience of 
the participants is that the wall of silence around HIV/AIDS is stil] very 
) high within and outside the church. HIV positive people keep silent 
Dipl.-Theol. Ulrike Hanlon, because they fear being stigmatised, losing their jobs, and being ex- 


Association for Development cluded from employment and insurance Opportunities. The church is 
Cooperation (AGEH) facing this pandemic everywhere it works. Being a part of the society, 


the church experiences the Same problems within its own structures 
and organisations. The church needs to play a leading role in dealing 
with this challenge inside as well as outside its ranks”. 


Both statements were given at the same time and almost the same 
Place and reflect the Challenging situation the Church finds itself con- 
_ fronted with. 


AGEH is a church related institution. Our counterparts are local churches 
in developing countries. On both sides there are people employed un- 
der a church umbrella, People who might be affected and infected by 
HIV/AIDS. The challenges, AGEH development workers face, brought 
US to the point, that we as an institution must urgently reflect the situa- 
tion of our staff and the development workers and come up with a re- 
sponse. 


Since in the field of HIV/AIDS situations and activities are changing 
rapidly these days, what | present here are AGEH’s experiences as a 
Church employer to date, the Situation we find us in, and the questions 
we ask today. There are other People working on the same issue, for 
example some national churches have started to develop their own 
Policies about HIV/AIDS. 

With more funds available and efforts undertaken to make medicines 
available to Everybody some of the problems we see today might not 
exist in the near future. 


The impact of HIV/AIDS in the workplace situation 
| shortly want to Summarize the present situation of the workplace situ- 
ation: The ILO estimates that over 20 million workers globally are living 
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children will be forced out of school and on to the job market, exacerbating 
the problem of child labour and leading to an increasing number of unskilled 
workers. 


What these numbers mean our development workers experience already in 

the field: 

e Local staff, they have been working with has to be replaced and retrained 

e Often qualified personnel are not available. One AGEH development wor- 
ker in water engineering in Zambia reported that a whole district went out 
of clean drinking water because staff had died and no qualified replace- 
ment could be found. 

e Another report from Zambia mentioned the high infection rate among tea- 
chers, resulting in a shortage of teachers in rural areas since infected tea- 
chers preferred to work in towns where treatment is easily available. 

e A development worker from a catholic hospital in Zimbabwe reported that 
increasing numbers of hospital staff are infected. They suffer from oppor- 
tunistic infections and are frequently absent from work. The hospital does 
not have an organized response on HIV/AIDS in staff members and_anti- 
retrovirals are not available. 


Besides the loss of qualified project staff development cooperation is also 
affected through the downbrake of important structures through infection and 
death of qualified key persons and decision makers at partner level. 


This led us to two questions: 

e Can we as an organisation and through our development workers do 
something to help stop the spread of HIV/AIDS? 

e Whois responsible for what? Is HIV/AIDS only a matter of the individual or 
does it concern us as work team, as employer? 


Traditionally the Church sees her role in the social sector as a continuation of 
Christ's mission on earth 

e torelieve people from human miseries 

e heal the sick 

e and to liberate the oppressed 


Many well developed HIV/AIDS programmes show, that the Church and church 
related organisations have picked up HIV/AIDS as a problem they need to 
address. And as the statement of the Episcopal Conference mentioned in the 
beginning shows, the Church sees that according to her own understanding 
she must take up the challenge of a leading position in the fight against HIV/ 
AIDS. The Church should set standards and show others what to do. 


But if we look at church institutions critically, it becomes quite clear: In the 
Church HIV/AIDS is seen as a problem of "the others”. They need “our” help 
and we do not condemn them. But nobody deals openly with the question: 
"What about our organisation, our institution, what about the Church itself: Is 
HIV/AIDS a reality within?" 


Of course HIV/AIDS is within the Church. But it is still not openly admitted. For 
example one religious sister from Nigeria reported during the AGEH seminar 
in 2001 about the increasing number of HIV/AIDS among clergy and church 
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Staff in the Archdiocese of Abudja, Nigeria. Many priests there are on 
antiretrovirals but the bishop has forbidden that they talk about it. 


There rarely exist policies concerning HIV/AIDS in the workplace environment 
of church institutions. If one of the employees gets sick, the common ap- 
proach is still keeping it a secret, not to talk about it, lay the person off for any 
half way good reason presenting itself. There might be some financial help, 
but also behind the back and not based on legal rights. 


In short and with a biblical reference: In terms of HIV/AIDS the Church sees 
the splinter in the eye of the other but not the beam in her own eye. (Mt 7,4-5) 


There are exceptions of course, like HIV/AIDS programs in South Africa and 
Namibia working with volunteers, who are infected themselves and admit this 
openly. For example: Catholic Aids Action, Namibia. 


If the Church sees herself in a leading position her response Cannot stop at 
putting up social welfare Programs for those who suffer in a final Stage of 
AIDS or AIDS-orphans. Towards her employees the Church has a responsibil- 
ity that exceeds the one towards beneficiaries of her own HIV/AIDS pro- 
grammes. Just like the Church demands from other employers to make sure 
their employees are treated in a just, human way respecting their needs. 


While the Church often takes a clear stand and lobbies for workers rights with 
governments and companies she does not reflect her own situation as em- 


For example: BP oil company in South Africa put money aside for the last 14 
years. Now the company has enough money to provide antiretrovirals to its 


HIV/AIDS: demands and questions for AGEH as employer 

With this situation as a background AGEH sees the need to develop guide- 
lines how to deal with HIV/AIDS in terms of own Staff, development workers 
and applicants for development work. Through the development of her own 


For the content of guidelines AGEH has to adhere to national labour regula- 
tions in Germany and as an Internationally involved Organisation also takes 
the recommendations of the Code of Practice by ILO, published in 2001, into 
account. 

In the Code of Practice we find two basic principals which lead and direct all 
practical details we need to look at. These principles are: 
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e HIV/AIDS is a work place issue, it should be treated like any other serious 
illness in the workplace. 

» In respect for the human rights there should be no discrimination and 
stigmatisation of people living with HIV/AIDS. 


With these two principles in mind we address three main areas: 
e What are the legal rights of people infected with HIV/AIDS and are our 
practises in line with them? 


e How can we support prevention of HIV/AIDS among development 
workers? . 


e What care and support of employees infected by HIV/AIDS is needed? 


The practical question for the guidelines hold many conflicting aspects, which 
require lengthy discussions and decision making processes. | want to present 
only the most obvious challenges for which we have to find answers: 


1. According to the key principle of non-discrimination HIV/positive appli- 
cants should be treated like any other applicant. An infection does not 
automatically make people unfit for development work. But it involves ques- 
tions like: even if antiretroviral drugs will be paid for by the health insu- 
rance, which is responsible that drugs are always available? Can AGEH 
commit itself to such a task? 

2. Development workers in the medical field with a high risk of HIV infection 
are equipped with a medicine kit for Post-Exposure-Prophylaxis (PEP). 
What about the local counterpart who works alongside with the develop- 
ment worker and has the same risk? Would the development worker not 
ethically be obliged to give his or her counterpart access to the kit. Accor- 
ding to the present regulations the kit is only for the development worker if 
he is at risk through his work. And what about development workers who 
get infected privately? How do we deal in this case? Should we make PEP 
available and who is supposed to pay for it? So far it is only clear that an 
infection with HIV that occurs during the contract period is not a reason for 
termination as long as the person is fit to work. Fortunately these are all 
hypothetical questions, so far AGEH did not have a case where a develop- 
ment worker got infected. But we find it important to have a clear stand, 
communicate it, so that we create an environment where all people in vol- 
ved can openly talk about their situation because they know what they can 
expect. 

3. It is also being considered that HIV/AIDS should have a more prominent 
position in the preparation period of development workers. Should devel- 
lopment workers regardless their job description be able to promote pre- 

vention of HIV/AIDS and a positive approach of local counterparts towards 
the problem? There are resentments against this element in the institution. 
Budgets and preparation time are limited. Should HIV/AIDS get more at 
tention, it would mean we have to reduce on other important topics like 
conflict management or intercultural communication. Is a change justified 
or are these other areas not more important for the development workers? 


While we discuss the various aspects and their consequences, we realise a 
tendency towards a somehow careful almost fearful attitude: 

What can we commit ourselves to? 

What does it lead to and what can we afford in terms of finances? 

This brings into consideration the comment of one religious sister who partici- 
pated in the before mentioned AGEH workshop in South Africa: 
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‘Many policies are fearful documents,” she said,” full of the fear of costs. And 
the energy behind a policy becomes the energy the organisation puts into 
that issue.” 

This shows that we always have to be aware of the concern leading us when 
we formulate guidelines. Is it the true spirit of feeling responsible as employ- 
ers or Is it the fear, being taken over by unforeseen costs and are we develop- 
ing a defence tool? In the last case guidelines would not help to stop the 
spread of HIV/AIDS it would instead contribute to a denying, discriminating 
atmosphere. 


Final answers have not been found. At the moment AGEH is iN a process to 
formulate guidelines involving various levels of the organisation. There is also 
the need of networking with other church related organisations like Misereor 
and Caritas before such a process can be finalized. 


The impact of AGEH-guidelines on counterparts and financial donors 
Impacts on counterparts: 
Our considerations lead to the question, what would all that mean for our 


Partners. The Churches in developing countries have smaller budgets and 


employers in their countries and they can start lobbying for these standards 
with their governments. 


change the situation of HIV/AIDS in the work place and have an impact of 
Stopping the further Spread of the disease. 


Impacts on donors: 


to allow a certain percentage on various budgets to cover for unforeseen 
costs through HIV/AIDS infections of project Staff, e.g. for higher medical 
Care or retraining of replacement Staff 

to integrate elements of HIV/AIDS awareness creation in other sector pro- 
grams and make funds for it available 

to support an information and education program about HIV/AIDS preven- 
tion and the enterprise's policy as an ongoing training for the staff of church 
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Jf the donor agencies take their partner seriously they will consider these re- 
quests as carefully as we as AGEH are asking our questions. What are they 
able to do and what is necessary to support. 
They should do their considerations being aware that efforts on this level help 
to sustain all other efforts put in development programmes. When cooperat- 
ing partners see themselves and their employees as target group they make 
prevention efforts part of a company culture. Staff from various development 
programmes and staff in church institutions like hospitals and schools will 
only address HIV/AIDS outside special AIDS programmes (e.g. agriculture) if 
they experience such a culture within the organisation itself. 


| will summarize my presentation with the following statement: 

e The Church is called by her own understanding to play an active leading 
role in the fight against HIV/AIDS. This has to include people working in 
church structures. : 

e Declarations of solidarity and the demand not to discriminate people in- 
fected with HIV/AIDS is not enough. True solidarity has-to be reflected in 
spelled out policies and committed actions. 

e Local churches should not be left alone with the challenge. Exchange with 
their partners in the north is important. Only in an open dialogue chal- 
lenges can be addressed without fear and will lead to policies, which re- 
flect a positive relationship between employers and employees and do 
not turn into defence tools. 


Ulrike Hanlon 
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IS (PEP) in remote locations 


Risk of occupational transmission of HIV 
The risk to get infected by a sharp instrument which was used on a 
patient who carries HIV is calculated 0.3 - 0.9% (0.5%) which sounds 


low but is a chance of one to 200 to attract a deadly disease. We should 


not forget that there is still the risk of transmission of Hepatitis B (HBV — 
OCCUP. exposure risk is 6 — 20%) and Hepatitis C (HCV — OCCup. risk is 
1%). 


Post Exposure Prophylaxis (PEP) is a measure to be taken after possi- 
ble exposure to potentially contaminated material. PEP Can reduce the 
risk of HIV antibody Zero-conversion, i.e. of infection, after such an event 
by 80%. The occupational risk of transmission (needle/blood) is 0.3- 


0.9% [0.5%] 
= 0.1%) 


. With PEP a risk reduction from 0.5% to 0.1% (0.5% x 20% 
can be expected. PEP cannot eliminate the risk of transmission 


of HIV, but what we do know to date, there is a good chance to reduce 
the risk. There are reports of Zero-conversion, i.e. infection with HIV. 
after PEP has been applied, but the relatively low number of five Cases 
(mmwr 2001:50,RR-1 1) in Comparison with the high number of reported 
incidents world-wide indicates that PEP works, although it is definitely 
not 100% safe. 


PEP - Recommendations for self medication in peripheral, remote loca- 
tions 
International guidelines on PEP recommend antiretroviral drug combi- 
nations to be administered as soon as possible after competent profes- 
sional counselling, administered by an experienced physician to moni- 


remote areas with poor infrastructure. It is for this kind of setting where 
ere is a need to guide aid workers and development workers how to 
proceed in case of Occupational exposure to HIV. The Robert Koch 
Institut (www.rki.de) 


th 


remote or peripheral 


men: 


Antiretroviral drugs 
@ zidovudine 300mg + lamivudine 150mg (= Combivir®) 2x/d) plus 
a single dose of 200mg nevirapine (= Viramune®) 

It is common understanding that PEP should be taken as soon as 
Possible after the exposure, if possible within 2h, not later than 
24 h, continue for 28d 

Competent Professional advice & Monitoring by experienced phy- 
Sician is recommended, that might be achieved via remote control 
for example by telephone hotline 


recommends for self-medication in the field, i.e. in 
locations, the following limited and safer drug regi- 


General recommendations for agencies and organisations: 


dding to the official recommendations of RKI, agencies and organisa- 
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1. Adequate information within preparation period of all employees / 
er workers — including documentation and informed con- 
sen 

2. Communicate and follow recommendation to reduce occupational 
risks of transmitting infectious diseases (HBV & HCV !!). Examples: 
No recapping of needles, two pairs of gloves in operative proce- 
cedures... 

3. Ensure 24 h availability and access to ARV drugs (PEP Kit incl. HIV 
test, VCT) — this has to be organised for the particular workplace 
(example: South Sudan or city of Nairobi) 

4. Clarify responsibilities and ensure continuous information and HIV 
awareness training for all staff/personnel in the project 

5. Identify and communicate contacts to competent physician in the 
country/region and/or in Germany (telephone hotline) 


UN Workplace Policy & PEP Kit 
The UN system has developed a PEP policy which is available under: 
www.businessfightsaids.org/wpp_popup.asp?Company|D=161&InterventionID=4 


Being aware that the UN can allocate much more resources to the implemen- 
tation process of such a policy, there is useful practical information such as 
documents on all procedures, responsibilities and guidelines for all UN em- 
ployees in their locations. PEP Kits with antiretroviral drugs, HIV tests, infor- 
mation and consent forms have to be accessible in all locations. 


The clear definition who gets access to PEP might be helpful for other organi- 
sations: Kits are only available for individuals with a UN contract (and their 
recognized spouses and dependent children) who are exposed to the HIV 
virus because of sexual assault, or occupational accident. 

Kits are not available for individuals who are/may be already infected with the 
HIV virus, or exposed to the HIV virus because of voluntary activities involving 
potential HIV transmission — i.e. casual sexual intercourse. 


Problems within implementation 

1. Ensure availability and 24 hour access to ARVs and quick test 
(incl. counselling!) in remote locations (Combivir ana Viramune for 
3-5 d) 

2. Responsibilities and duties to be clarified, especially within coope- 
ration with local partner — establishment of "PEP Infrastructure” 
(testing, counselling) 

3. Access to PEP for local staff, staff of the local partner, and their 
families? 

4. AnHIV — test is compulsory before PEP. Consider to offer VCT 
(voluntary counselling & testing) for all staff 

5. Expect resistance due to stigma and discrimination 


Draft Concept of Malteser Germany 

Malteser Germany is an operational international NGO, mainly involved in the 
health sector in peripheral, remote areas with poor infrastructure like Southern 
Sudan, the East of the DR of Congo and in the North West of Myanmar. Up to 
100 expats and 800 local staff are working in these locations, which are as 
well known for medium or high prevalence of HIV. Therefore there is an urgent 
need to integrate PEP into our personnel management and ensure access to 
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PEP in all project locations. The following concept will be implemented in the 
course of 2004: 


1. Communicate Malteser PEP guideline 

2. Clarify responsibilities (region, location, project) 

3. Ensure 24 h access to PEP Kits for all Malteser staff 

4. Identify and communicate a referra| system and procedures to be 
followed (identify a competent physician in country or a neighbour- 
iNg Country, i.e. if exposure happens in South Sudan: start PEP im 
mediately, transfer to competent physician Kampala, if necessary 
medical evacuation to Germany) 

9. Provision of regular training input on HIV / AIDS in general, on occu- 
Pational risks (incl. HBV, HCV, Ol) and on HIV/AIDS activities within 
the project 

6. Offer VCT in all project locations 

7. Plan and budget for PEP Kits, Training activities, IEC material in all 
projects 


tion, the topic will kick-start the discussion on HIV and AIDS and facilitates a 
Process to raise awareness in our working or project environment. Comments 
Or reports on experience within applying PEP in remote r€SOUrce poor set- 
tings or within antiretroviral drug regimen for PEP will be appreciated. 


Dr. Peter Schmitz 
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The history of PEP for HIV in Dutch development NGOs 


Organizations, being it businesses, governments or NGOs are being 
challenged to have a HIV/AIDS policy, which goes beyond the question 
of what shall | do to prevent HIV in target populations with whom they 
have entertained a relationship. It turns out that few organizations have 
a consistent policy to deal with their own personnel and for those work- 
ing in areas of increased risk. This follows the call for non-discrimina- 
tory attitudes in the workplace at the level of the community. 


There are many conflicting issues in this. In Europe organizations as- 
sumed that the present social welfare system and health and disability 
laws will cover any HIV event among the employees of the organiza- 
tion. This picture changes where organization are sending personnel 
overseas to work in countries with higher levels of HIV. Does the Euro- 


pean provisions deal sufficiently with that situation or does one have to Peter Kok, public health 
make special provisions? : epidemiologist and public 
Somebody with HIV is he sick? But in the meantime may find difficulties health consultant 


to find a job or take a house mortgage. 


This situation was clear for Memisa Medicus Mundi, when the first dis- 
quieting news from Danish volunteers, working in East Africa came home 
and were being found positive in the rate between 7% and 10%. This 
would amount to closing the volunteer service system, as no organiza- 
tion could afford such loss of personnel. Subsequent research has re- 
vealed to what risk behaviour and factors existed. This survey was Car- 
ried out by the RIVM in the Netherlands, which found substantial risk 
taking by persons send for work abroad under the government, busi- 
nesses and the volunteer organizations. It was surprising that even in 
the face of substantial risk behaviour, only 20% used protected sex 
with local partners (!), little transmission of HIV had actually taken place. 
This was most likely on account that these workers had no other sexu- 
ally transmitted diseases (STDs) themselves. A targeted intervention to 
equip those being sent out with the knowledge and motivation to pre- 
vent HIV was carried out. Guidelines for medical work in developing 
countries were developed and protection material like reinforced gloves 
were provided. 


Each hospital in the host country had to develop a protocol for protect- 
ing personnel, for testing and confidentiality and for designing HIV policy 
for the hospital and the community. 


Later on when antirertovirals (ARVs) became available, at very high 
prices, limited supplies were made available at each expat’s workplace, 
with a central stock in each country, where Dutch workers were present. 
Maintaining the system was costly but was maintained for six years. 


At present the system of ARV provision from the Netherlands has been 
abandoned, as drugs are available at much lower prices at the country 
of work. What remains is that every overseas worker get an information 
package on how to proceed, while this is discussed by the personnel 
officer with the candidate. A back-up medical service with confidential 
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approach (The Rotterdam Harbour Hospital) has been made available by the 
organizations. 


All along the ethical question has been: what about the local colleague of the 
expat medical worker? If a local doctor cuts himself during surgery, could the 
Dutch expat make his Package of drugs available to him? The policy devel- 
oped was that this would be the loca! colleague to decide and in case the 
drugs were consumed to ask his sending organization to foot the bill. In view 
of the present price level this issue is Passe as drugs are freely available for 
low prices in most countries at present. 


In the last few years the extend of protecting workers has gone a Step further 


and deals more with the question of if and why one would send an expatriate 
into a risk situation and secondly what is the responsibility of an organization 


This may be a heavy burden on small organizations, but more feasible for 
larger companies, like we have examples from Heineken and Shell working in 


years tO persons going overseas. (Kok NTA, teachers training preparation, 
1998). 


Over the years the utilization of PEP by Dutch health personnel in Africa has 
been constant and limited to three or four occasions a year (on 60-100 per- 
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Human Resources Development (HRD), a multi- 
factor problem for Medicus Mundi members 


HRD is a global issue. 


It poses not merely a problem in the health care of developing coun- 
tries. Over the past ten years a growing shortage of general practition- 
ers has resulted in reduced access to the family doctor in the Nether- 
lands. It is estimated that if the average number of inhabitants to be 
served by a single doctor is not increased or if no measures are taken 
soon to make general practice far more attractive, 10% (i.e. over 1.5 
Million) of Dutch citizens will do without a family doctor in 2010. 

But compare this to the remote town of Lubefu in Congo. Since civil war 
broke out its neat cottage hospital was looted thoroughly and just one 
nurse, born there and now over 70 years old, remains in the entire re- 
gion for the few of the 30,000 remaining inhabitants of the region who 
might seek her assistance. 

HRD is also a very complex issue. 

Most often decisions for procurement of additional equipment of sup- 
plies and even for additional infrastructure can be implemented with 
greater speed and more certain effect than decisions to create or de- 
ploy additional manpower. Rarely there exists a substantial pool of un- 
employed qualified agents who might be enlisted. In most countries, 
especially in the least developed ones, this is not the case. And ex- 
tending the number of nurses for instance in Ghana by the desired 60% 
would take the existing schools at least ten years if at all they manage 
to double their output. However, even after a concerted effort along 
these lines Ghana might not attain the expected number, depending on 
what happens over the ten years period with the existing labour force: 
Unlike items of equipment, they do not stay put. They might be attracted 
to private practice, they might tend to emigrate, they might leave the 
profession and, as we will see, they might be forced to retire early due 
to disease. These are just a few phenomena, which can exert a pro- 
found influence on HRD and which are hardly predictable at least not in 
quantitative terms. 

It is hardly possible in the context of this introduction to make an ex- 
haustive list of all the different factors and all possible strategies to help 
address them in the promotion of HRD. The scope Is too wide. Let me 
limit myself to a selection of those factors, we are most familiar with as 
Medicus Mundi organizations. In doing so, we should bear in mind, that 
no single aspect of HRD should actually be addressed in isolation. They 
are interlinked and any action addressing one aspect, will also affect 
other aspects of the HRD situation at hand. Specific measures, €Spe- 
cially in this field, have to be prepared and taken on the basis of a 
comprehensive approach. Such a field is ill suited for the mathemati- 
cian, but rather for an orchestra director. 

Let us take a brief look at the historical perspective of Medicus Mundi 
involvement in HRD. | | 

In the earliest phases of healthcare development, missionaries, volun- 
teers and colonial agents did all work. Local labour was hired soon, but 
exclusively for job, not demanding specific training. 

in the first half of the twentieth century only few training schools for local 
health workers were established in colonial territories, but by the time of 


Dr. Tom Puls, Cordaid/Memisa 


medicus 


sad Human Resources Development 


decolonisation the number of nursing schools had grown considerably. Many 
were added still afterwards and many Medicus Mundi branches have assisted 
in their creation and further expansion. 50% of all existing nursing schools in 
Ghana were created with the help of the Dutch member Organization alone. 
Training of Medical doctors in developing countries was well under way in 
India and Indonesia (eight schools!) by the time they were decolonised just 
before 1950. But most other newly independent countries stil| had no Medical 
school 10 -15 years later. In three East African countries (Kenya, Uganda and 
Tanzania) there was only one medical school (Makerere, Uganda). To study 
medicine most Africans still had to go to Europe (including the Soviet Union). 
Since most branches of Medicus Mundi did not have either the weight or the 
inclination to work at tertiary level or to act as a direct Partner with govern- 
ments, only few actually contributed to the establishment of Medical faculties. 
Yet most have contributed a lot to the creation of local medical staff for their 
partner hospitals and health services by allocating bursaries and by sending 
Candidates for training abroad or to the nearest faculty. It led to typical practi- 
cal examples of how hard it is to effectively plan HRD: Out of 150 medical 
Students sent for a faculty abroad with a Memisa bursary only 10% actually 
returned to the vacancy for which they had opted before their studies. An 
Additional 20% preferred to Stay in the capital after returning to the home 
country and 70% preferred to stay and find a job somewhere in a European 
country. 


It was for this reason also, that a request from Zambia for 21 expatriate phar- 
macists for rural district hospitals was refused to avoid creating a precedent. 
The actual Pharmaceutical workload in rural districts (Consuming per year 
less than 100,000$ worth of a limited list of essential drugs) simply did not 


When the local diocese inherited the busy district hospital of Iseyin in Nigeria 
with its 100,000 visitors for basic health care Per year and its precarious finan- 
cial balance, the bold plan was launched to install a few medical Specialists 
and thus attract rich People to a superior level! of care. It was €xpected, that 


People attending shrunk and the Cost per visitor was further raised. Miscalcu- 
lating in HRD and HR-planning was the main factor explaining why within five 


medicusmund: 


HIV/AIDS related Human Resources Development 


years this hospital was reduced to 4,000 visitors per year, many of whom 
coming by car. The original mission of the institution became blurred in the 
process. 
To summarise the main issues in HRD for developing countries (but not es- 
sentially differing from the main issues in European countries), illustrated in 
the examples given above. We have to deal with: 
1. Shortages (and in some places a complete absence) of required quali- 
fied staff. 
. Concentration of qualified staff in the capital and in main cities. 
Ill adapted curricula, making job satisfaction per se almost incom- 
patible with existing functions, particularly in remote areas. 
Inappropriate staff deployment creating tension between resulting 
cost and popular demand/ purchasing power. (Which gradeis nee- 
ded in what numbers and where in view of expected number and 
complexity of cases?) 
5. Brain drain by emigration which constitutes a substantial loss of 
very much needed staff anda direct loss of health care invest- 
ments ; 


oO Ph 
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But let us bear in mind, that additional problems can be defined in specific 
situations either or not directly related to the ones listed here already. 


Devising strategies in response to HRD bottlenecks 

As mentioned above it is recommended to make a thorough analysis of all 
factors which might play a role if only to avoid making matters even worse 
before taking any measures directed at one aspect, no matter how clear cut it 
might seem. | give an example of strategies tried to attract staff to vacancies 
which remain hard to fill and thus to reduce the demand for expatriate staff: 
When brain drain was at its peak in Gnana some 20 years ago, 90% of newly 
graduates left the country right after the diploma session. Doctor density fell 
from one per 10,000 to one per 25,000 in a matter of ten years. To help stem- 
ming the tide, some donor agencies introduced donations to local hospitals 
consisting of supplementary salary payments for their doctors. Everyone was 
convinced after all, that it was the higher pay which attracted them to go 
abroad. The package included a car and a 500$ increment per month (hard 
currency payment in view of the high local currency inflation) It took a while 
before it became clear, how many of the doctors actually saved up this dollar 
salary to finance their ticket and initial stay in Europe. Receiving this incre- 
ment for two to three years was usually sufficient to enable them to go and live 
abroad long enough to find a job there. The salary supplement did not stem 
the brain drain. On the contrary it seemed to facilitate it! Tentatively one might 
derive the conclusion that most doctors assumed, that the dollar salary grant 
would not be maintained for any length of time. And reality proved them to be 
right in their guess. 

One Catholic diocese with 15 expatriate and yet no Ghanaian doctor perma- 
nently employed in its seven hospitals was staunchly opposed against using 
such foreign salary supplements. Instead they decided to hold a survey among 
newly graduated doctors to find out, which conditions they would want to be 
fulfilled to accept a function and to stay in it for any length of time. The follow- 
ing list of priorities was drawn up as a result: 
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- Having at their disposal a reasonable set of serviceable equipment and 
essential supplies to do the job. 


- proper housing 
- a pension scheme 


- access to decent schooling for children if they already had any 


- access to a means of transport (not necessarily a car for themselves in view 
of permanent cost) 


Related to the last one were two interesting points: all wanted to make certain, 
that they would be able to keep in touch with the Academia in the country 
(university, research centres, etc) in order not to miss new developments in 
the professional field. The second point was peculiar to the singles among 
them: they shunned the idea to loose contact with potential marital partners 
with the same background and to marry instead "someone from the village”. 
Now, generally spoken, the seven hospitals already met the first requirement. 
But indeed most of the other demands were not readily fulfilled by them. 

On the basis of the findings of the survey a Comprehensive set of measures 
was introduced in the following years including indeed access (against mile- 
age payment) to one of the hospitals vehicles, acquisition of land for the doc- 
tor to be handed over Upon retirement, construction of additional staff hous- 


organizations and institutions, within their partner network. Implicitly this can 
also be considered as a contribution to contain the HRD problems posed by 
the AIDS related risks. 


institution. If the employed doctor wishes to go for gynaecology training, 
whereas the hospital is not foreseeing a need for a gynaecologist in the com- 
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training school in Holland, which he had heard of via one of the former expa- 
triate doctors. Yet it was rightfully feared, he would return from Holland even- 
tually with routines and concepts that would prove to be ill adjusted to prevail- 
ing Ghanaian circumstances and practice. Since moreover no one with such 
a diploma was to be found unemployed or otherwise available, foreign techni- 
cal assistance had to be prolonged another three years until the candidate 
conceded to go for the local training and had successfully passed the exams. 
Obviously listening to the wishes and expectations of staff is essential to be 
able to achieve success in HRD and in planning. At the same time other con- 
siderations have to be taken into account as illustrated by the two last exam- 
ples. We cannot afford to be exclusively focussing on meeting staff expecta- 
tions. The institutions and organizations employing them are primarily meant 
to serve the community and not meant to serve primarily their own staff. Strik- 
ing the balance between the various interests to be reckoned with demands a 
flexible approach with sufficient local autonomy to implement workable com- 
promises and it demands thorough contextual knowledge and professional 
expertise. Striking the right balance and achieving a truly functional and mo- 
tivated team can nevertheless be compared to a work of art! 

In the previous pages | have attempted to merely highlight some of the many 
aspects of HRD. 

| will now summarise a number of recommendations to consider in HRD re- 
lated strategies and actions. 

1. itis recommended to decentralise the hiring and firing of staff to the 
institutional or organizational level systematically (although within a 
basic set of rules included in a labour code) to enhance mutual re- 
sponsibility and commitment between employer and employee and 
to strike the right local balance between their respective interests. 

2. \tis recommended to consider service needs and institutional needs 
when granting opportunities for upgrading of staff. 

3. It is recommended to limit the influence of standard lists of employ 
ees for certain categories of institutions to avoid incurring tremen 
dous cost and a high degree of redundancy while providing even 
basic services in thinly populated rural areas. In such places a health 
centre might rather be equipped with a few experienced and ver- 
satile workers, capable to cover all the routines, than having a full 
complement of staff doing nothing most of the time (but complain- 
ing of their meagre earnings). 

4. It is recommended to enhance capacity in HRD by investing far- 
more in training of health economists and business administrators 
to be employed at the level of co-ordinating agencies and in the 
largest hospitals. 

5. Similarly it is recommended to improve the business plans of institu- 
tions to enable them to use available resources more effectively 
also in motivating and keeping their expert staff. 

6. It is recommended to encourage organizations and institutions to 
invest far more in the drafting of evidence based (surveys!) HRD 
action plans as a regular part of their overall plan of operations. 

7. Itis recommended not to forget maintaining reasonable working 
conditions and possibilities for the employed professionals to func- 
tion in line with their professional ethics. 

8. Itis recommended to include systematically the professional unions 
and associations in the dialogue on HRD. 

9. It would be worthwhile to include in the strategy for HRD the crea- 
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tion of anumber of "centres of excellence” (not excellence in the 
technological sense, but rather best Practice examples within the 
prevailing circumstances.) 

10. It is recommended, especially for countries with a high AIDS preva- 
lence to include a high degree of protection against AIDS in the 
institutions and even to offer with Priority ART to the own staff. The 
AIDS related mortality among health care staff is reported in some 
documented case to be even higher than in the general popula- 
tion. Moreover, we should bear in mind how hard it is already for well 
motivated staff to be confronted every day with so many incurable 
patients. They were taught to cure people, yet for so many they can 
offer only palliative care. Add to this the fact, that they are forced by 
risky incidents to decline for weeks or even months to have unpro- 
tected sexual contact with their own partner. Add moreover the risk 
of getting their own Prophylaxis too late one time. Obviously for a 
number of health workers, especially doctors, this constitutes suffi- 
cient motive for emigration, WHO and Medicus Mundi intend to join 
their efforts to investigate the actual influence of such fears on brain 
drain, on desertion out of the Profession and thus on HRD and HR 
planning. , 

11. As a consequence it is also recommended to consider. introducing 
systems in which people receive progressively more professional 
training by successive upgrading in stead of a getting a high level 
diploma at once after a course of four to six years. The loss simply 
is excessive once such a professional is leaving the service for 
fear or actually sick only a few years after graduation. 

12. We should not be afraid to use the instrument of expatriate person- 
nel assistance more frequently again not hoping to replace losses 


As mentioned in my introduction, HRD poses a global, multifaceted and com- 
plex challenge for all of us. We Cannot pretend, that it is a problem to be 


Dr. Tom Puls 
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Mainstreaming HIV/AIDS - a strategic approach 
to deal with HIV/AIDS in international 
cooperations 


The increasing rates of HIV/AIDS is a common concern of the member 
organisations of Medicus Mundi Switzerland (MMS), the Swiss network 
of 39 organisations working in international health and cooperation. 
HIV/AIDS can no longer be conceived as a mere health issue, but it is 
a general development problem with far-reaching impact, that even 
threatens to annihilate all develooment efforts of the last decades. As a 
network, MMS does not implement its own projects or programmes, 
but serves as a forum for the exchange and sharing of experience and 
information among organisations. MMS provides need-based services 
and inputs to organisations for reflection and development of activities. 


In this paper, | first briefly present the AIDS Policy of the Swiss Agency 
of Development and Cooperation (SDC)', a comprehensive framework 
for dealing with HIV/AIDS in international cooperation, in response to 
the problems confronted by its partners and coordination offices. MMS 
and some of its member organisations were invited into the consulta- Dr. Helena Zweifel, Medicus 
tion process to bring in an "NGO perspective”. The formulation of an Mundi Switzerland, Basel 
AIDS Policy in a participatory manner reflects the commitment of SDC 

in the struggle against HIV/AIDS, and to tackle it in collaboration with 

its partners and international organisations. The policy is seen as an 

instrument that serves SDC’s staff in Switzerland and in partner coun- 

tries as a basis and orientation for their HIV/AIDS work. 


Secondly, | will highlight "mainstreaming HIV/AIDS’, a strategic ap- 
proach to dealing with HIV/AIDS in development cooperation, includ- 
ing HIV/AIDS at the workplace and its impact on Human Resource 
Development. 


1. SDC’s AIDS Policy 2002 - 2007 


The overriding goal of the involvement of SDC in the struggle against 
HIV/AIDS is to contribute to the slowing down of the spread of HIV/ 
AIDS and to the alleviation of the effects of the epidemic. The HIV/AIDS 
work is guided by the following principles: Long-term involvement, tar- 
geting the poorest population groups, avoiding marginalization, work- 
ing in partnership, prevention and protection, care and treatment, com- 
plementary and interconnected measures. 


There is not one strategy or intervention per se that is promoted, but a 
range of strategies for scaling up responses and addressing the de- 
velopment impacts of HIV/AIDS is called for. The following strategies 


are given priority support by SDC: 


e A multi-sectoral and systemic approach: The cooperation among 
diverse sectors will be promoted, and all sectors should contribute 
to awareness creation, prevention and reduction of risk, vulnerabil- 


ity and impact. 
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e Evidence based: Operational research is encouraged, in order to find so- 
lutions to locally identified needs and to develop locally adapted strate- 
gies. 

e Strengthening skills and Capacities: Training, continuous education, aware- 
nessraising and behaviour change campaigns in affected countries are 
promoted. 

e ‘Mainstreaming HIV/AIDS”: The introduction of HIV/AIDS work in ongoing 
activities is seen as the main Strategy (see below). 

e Promotion of synergies: The coordination between the diverse actors in 
international aids activities is supported. The network MMS plays a key 
role in providing a platform and facilitating an information sharing and 
learning process in the field of HIV/AIDS and international cooperation. 2 


2. Mainstreaming HIV/AIDS in international cooperation 


Mainstreaming is seen by Swiss NGOs and SDC asa major and most promis- 
ing strategy to tackle the problem of HIV/AIDS in its organisation and workplace 
environment, in programmes and Projects. However, a common understana- 
ing of mainstreaming is still evolving. We may define mainstreaming HIV/AIDS 
as a process of integrating the approach to HIV/AIDS as a transversal topic in 
organisations and programmes and tackling it on as many levels as possible 
or necessary. Mainstreaming complements specific HIV/AIDS interventions 
such as large-scale information campaigns, the establishment of voluntary 
testing facilities or services relating to the treatment of people infected with 
HIV/AIDS. 


Mainstreaming activities help to link specific HIV/AIDS interventions and tend 
to act on two levels: one, by approaching the question of HIV/AIDS in the 
internal sphere of the organisation, especially in the workplace, and two, by 


making HIV/AIDS part of the operational work and the project management 
cycle. 


The following key steps may be considered in the process of mainstreaming 
HIV/AIDS: 


Internal sphere (institutional/organisational sphere): In a first step, an organi- 
Sational analysis of the head office, coordination office and/or project office is 
done, followed by an assessment of the implications of HIV/AIDS on human 
resources and personnel. Such an assessment will focus on issues such as 


developed or the existing one adapted to the needs of HIV/AIDS. Wherever 
necessary, a human resource and personnel plan is designed, in anticipation 
of the implications of HIV/AIDS for human resources (local prevention and 
treatment, insurance). SDC has developed a "Code of Conduct” in dealing 
with local staff that is binding for all coordination offices of SDC. 
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and their potential for dealing with the HIV/AIDS situation. The project may 
need to be redesigned in order to address risk and vulnerability, and to miti- 
gate impacts of HIV/AIDS. 


The code of conduct at the work place is the second basis of SDC’s work in 
HIV/AIDS.® It concerns the local staff members of the coordination office and 
his or her family, and it is to be adapted when necessary to the local context. 
The code of conduct is based on five principles: 


e Information about risks and options regarding HIV/AIDS is crucial. A work- 
place culture needs to be created that is favourable to communication 
and carried by a spirit of openness and confidence. 

e Confidence has to be guaranteed, as HIV/AIDS is an extremely sensitive 
issue. Information has to be handled with care and discretion. 

e AIDS prevention should be part of the staff policy and practice. Individual 
counselling and access to HIV tests on a voluntary basis should be pro- 
moted. 

e Nodiscrimination of HIV infected staff. Qualification and fitness to work are 
the main criteria for recruiting and promotion. 

e Solidarity with people living with HIV/AIDS should be encouraged. The 
creation of understanding and acceptance should be part of any 
HIV/AIDS prevention effort. 


Staff suffering from HIV/AIDS mainly needs access to care and counselling, 
including therapy, which is covered under the DFA (Federal Department of 
Foreign Affairs)-wide retirement and insurance program. While SDC is in a 
financial position to take good care of its staff and to supply for expensive 
treatment, hardly any NGO would be able to provide for such a far-reaching 
insurance scheme. : 


To conclude, | would like to draft three fields of action: 


1. Any organisation working in the field of development and cooperation has 
the responsibility — as the employer — to deal with HIV/AIDS at the work 
place. This basically is a question of solidarity with the people one works 
with, and a question of credibility. The bottom line is the formulation and 
implementation of a code of conduct, based on principles of information, 
confidentiality, prevention, non-discrimination, and solidarity. For the care 
and treatment of people affected by HIV/AIDS, which still is very costly, 
innovative solutions need to be found (collective insurance by NGOs, vo- 
luntary funds, etc.). 


2. Mainstreaming is a very promising strategy for tackling with HIV/AIDS in 
the inner and outer sphere of the organisation (staff, partners, and com- 
munities). A precondition for a successful mainstreaming process is the 
commitment of the leadership and the staff. The process may be sup- 
ported by internal HIV/AIDS focal points and/or external experts. Main- 
streaming does not follow a blueprint, but has to evolve with the people 
involved, the problems confronted and the solutions found. Mainstreaming 
HIV/AIDS is most promising when starting with the internalsphere, with 
the needs and fears of the personnel, in a transparent and caring man 


ner and atmosphere. 
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3. Enhanced communication and continuous sharing of experience and know- 
ledge within the organisation and between organisations is part and 
Parcel of the process. In this process, Medicus Mundi Switzerland, as 
well as Medicus Mundi International, has an important role to play: in 
Providing a platform for experience and information Sharing, thus facili- 
tating learning, Promoting synergies and developing capacity. In this Way, 
our efforts will become more effective. 


Dr. Helena Zweife| 
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'SDC AIDS Policy 2004 — 2007, www.deza.admin.ch/ressources/deza_product_e_224 pdf 


* See aidsfocus.ch, the Swiss platform HIV/AIDS and international cooperation, www.aidsfocus.ch 


° SDC: Guidelines for dealing with HIV/AIDS in bilateral cooperation (2001), http:/www.deza.admin.ch/ressources/ 
deza_product_e_232.pdf 
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Foreword 

Over 45 million people are presently living with HIV infection (people 
living with HIV/AIDS — PLWHA), of whom more that 95% live in develop- 
ing countries (UNAIDS, 2003). With particular regard to the African con- 
tinent, HIV epidemic has continued unarrested to spread during the 
last two decades despite impressive preventive efforts. According to 


Francesco Castelli, President, 


the estimates by the United Nation Special Programme for AIDS Medicus Mundi Italy & 
(UNAIDS), between 25 to 28 million people are living today with HIV Associate Professor of 
infection in the African continent. Average HIV seroprevalence rate in Infectious Diseases, Univer- 
adult general African population is 8-10%, ranging from 1% to up to sity of Brescia 


over 30% in selected countries in Central and Southern Africa (WHO, 
2002a, UNAIDS; 2002). 

This unprecedented epidemic undermines the demographics and mi- 
cro/macro-economic structure of the most affected African countries 
(figure 1), where its impact in the productive sector may be impressive, 
due to the loss of qualified personnel and may lead to impaired func- 
tioning of many sectors of the civil society. 


Figure |. Changes in life expectancy in selected A fnican countries 
with high and low HIV prevalence: 1950 - 2005 
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Face to this situation, access to antiretroviral drugs that have proved 
their effectiveness in curbing HIV-related morbidity and mortality in 
western countries is exceedingly poor. Compared to universal access 
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to antiretroviral therapy in western countries, only 5% of patients needing highly 
active antiretroviral therapy (HAART) in developing countries according to 
WHO guidelines (over 6 millions) actually receive it in developing countries, 
less than 1% in Africa (Figure 2) (WHO 2003). 


Estimated percentage of people covered among those in need of 
antiretroviral treatment, situation as of November 2003 


tion has included antiretroviral drugs in the list of essential drugs. 

IN Brazil, the enlarged access to HAART has resulted in 12-fold increase in 
the survival time of AIDS patients (from 5 to 58 months), in a dramatic de- 
crease of the incidence of tuberculosis and in substantial Savings (2.2 billions 
dollars in the 1994-2001 period) (Levi et al., 2002). Similar results, on a smaller 
Scale, have been achieved wherever expanded-access programmes to 
antiretroviral drugs have been Set In place, with significant decrease in mor- 
tality rates (Ekong et al., 2003) 


Which are the obstacles to be overcome in such a formidable challenge? The 
most important of those will be briefly reviewed thereafter: 
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least to some extent, by the international aid, which is now mostly channelled 
through the Global Fund to Fight against AIDS, Tuberculosis and Malaria 
(GFATM). This Fund, advocated by Mr Kofi Annan and Mr Mandela in the year 
2000, has been approved by the G8 in Genoa in 2001 and it is now opera- 
tional. Italy has contributed to the GFATM with 208 million US$ and it is now 
the third contributor after the USA and the UK. 


2. Logistic and human resources. The scarcity of health infrastructure to se- 
curely store and deliver drugs, as well as the lack of trained health personnel 
to manage the complexity of antiretroviral therapy is one of the major con- 
cerns while scaling-up the access to HAART in developing countries. Training 
of local health staff should be the priority of any HAART programme aimed at 
increasing access to antiretroviral drugs. 


3. Compliance. Concerns have also been raised about the feared low level of 
compliance in limited resource settings, possibly leading to the emergence of 
drug resistant viruses spreading into the general population. However, pilot 
studies in Latin America and in Africa have demonstrated that adherence rate 
of patients to HAART prescription may be as high as that reported in Europe 
and the USA (Diop et al., 2003). 


4. Evaluation of the efficacy and safety of HAART. The assessment of the 
efficacy and safety of antiretroviral therapy, usually based on high-level tech- 
nology such as the monitoring of HIV plasma viral load, needs to be simplified 
in poor-resource settings. This is an area in intensive debate and research to 
identify simple technologies to monitor circulating CD4+ lymphocyte count 
and replicating virus (Hosseinipour et al., 2002). However, consensus has 
now been reached that the lack of laboratory facilities to assess viral replica- 
tion should not prevent the scaling-up of antiretroviral drugs in high preva- 
lence countries. The essential assessment of drug-related adverse events 
may also be simplified in settings where malaria-anaemia and liver disease 
may also be highly prevalent (Kent et al., 2003). 


The World Health Organization has recently issued the revised version of the 
guidelines for the scaling-up of the use of antiretrovirals in resource-limited 
settings (WHO, 2003a). These guidelines provide clues on the following key 
points: 


a. When to start ART? 
b. How to start ART? 

c. When to change ART 
d. How to change ART? 
e. 


How to monitor ART? 


According to these guidelines, HAART should be offered to: 

4. When CD4+ count is available: WHO clinical stage IV or WHO clinical stage 
Ill and CD4+ count lower than 350/ml or WHO clinical stage I-Il and CD4+ 
count lower than 200/ml 

2 When CD4+ is not available: WHO clinical stage III-IV or WHO clinical stage 
Il and total lymphocyte count lower than 1200/m| 

Considering available data, which suggest equivalent potency of the two 

classes of drugs and the existence of fixed dose combinations, NNRTI-bases 

regimens are preferred over Pl-based regimens as first line. Equally, consid- 
ering cost and lower toxicity, stavudine is preferred to zidovudine as the com- 
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panion drug to 3TC in NRT! backbone. The use of tenofovir, abacavir, 
didanosine or protease inhibitors is considered in second line regimens after 
Clinical (deterioration) or immunological (CD4 return below baseline or 50% 
decrease from pick levels) failure. Toxicity monitoring suggested requirements 
varies from pregnancy test and haemoglobin (Health Centre) to a wider array 
of biochemistry tests in central hospitals. 


The Hospital Networking Partnership Initiative against AIDS (ESTHER: Ensem- 
ble pour une Solidarité Therapeutique Hospitaliére en Reseau). Medicus Mundi 
Italy and the Burkina Faso example. 

In April 2002, the Ministries of Health of France, Spain, Portugal, Luxembourg 
and Italy have signed in Rome the launching of the ESTHER initiative, whose 
alms are to promote and reinforce the partnership between hospitals in the 
North (that have gained extensive experience in the clinical management of 
AIDS patients) and hospitals in the South. Specific objectives of such a part- 
nership are (i) to facilitate as much as possible the access to antiretroviral 
drugs in resource-limited Settings by international donor agencies such as 
the Global Fund to Fight against AIDS, Tuberculosis and Malaria and the World 
Bank, by the private sector such as the Bill Gates Foundation and the USA 
Presidential Initiative Fund, and by individual national governments and (ii) to 
facilitate the transfer of know-how to the South by a strong training compo- 
nent. 


Medicus Mundi Italy has taken-up the challenge and has facilitated the crea- 
tion of a multi-partner collaboration to fit with the ESTHER programme in Burkina 
Faso, resulting in a new operative model to maximize the use of resources. 
The actors of such collaboration are coming from both the institutional and the 
academic world. 
In the North: 
e Medicus Mundi Italy, responsible for fund raising, logistics and tech- 
nical support 
e The University of Brescia (Italy), responsible for technical support 
e Spedali Civili General Teaching Hospital, Brescia (Italy), responsible 
for technical support 
e Istituto Superiore di Sanita, Rome (Italy), responsible for scientific 
appropriateness 
In the South: 
e St. Camille Medical Center and Centre d’Accueil et de Solidarité de 
Ouagadougou (Burkina Faso) 
e The Ministry of Health, Ouagadougou (Burkina Faso) 


of the mother (WHO, 2003b). During 2003, 516 women have received volun- 
tary counselling and testing (VCT) (14.2% of 3,579 women attending pre-na- 
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tal services during that period and to whom VCT has been proposed). Testing 
has provided positive result in 110/516 (21.3%) women, who were mainly 
asymptomatic (WHO stage |: 86/110; stage Il: 22/110; stage Ill: 2/110) and 
with fairly good immune status (CD4+ cell count was > 500/ml in 39/110: 200- 
499 /ml in 57/110 and < 200/ml in 24/110). 


The Centre d’Accueil et de Solidarité de Ouagadougou (CASO) is a 64 beds 
hospital devoted to the care of advanced AIDS patients, open to the general 
population. It started operating in 2001 as a hospice, without access to any 
specific antiretroviral treatment and it is now the focal point of the ESTHER 
partnership with Medicus Mundi Italy. As the SCMC, the CASO has been in- 
cluded in the network of abilitated centres to deliver HAART in Burkina Faso. 
However, no specific skills in the use of antiretroviral drugs were present at 
the CASO before the starting of the ESTHER project. The number of patients 
admitted to the CASO in the period 2001-2003 was 698, leading to 983 ad- 
missions (2001 = 211; 2002 = 352; 2003 = 420). Main clinical syndromes on 
admission were: gastroenteric = 583 (59.3%), respiratory = 157 (15.9%), fe- 
ver = 152 (15.5%), neurological = 45 (4.6%), other/unknown = 51 (5.3%). 
Death occurred in 308 patients (31.3%), with a decreasing trend of mortality 
in the study period 2001 (99/211 admission, 46.9%), 2002 (107/352, 30.4%) 
and 2003 (102/420, 24.3%). 


Objectives of the ESTHER partnership between the northern and the southern 
partners have been defined as follows: 
1. To facilitate the access to antiretroviral drugs 
2. To train local health staff in the clinical management of HIV- 
infected patients 
3. To assure the best possible care to HIV-infected patients at the 
CASO 


After nearly one year from the starting of the ESTHER partnership, the follow- 

ing interim results have been achieved: 

e Long-term technical support has been secured by the permanent assis- 
tance assured by young doctors attending the specialty schools in infec- 
tious diseases, tropical medicine and pediatrics of the University if Brescia 

e Short-term technical assistance has been secured by the staff of the Insti- 
tute for Infectious and Tropical Diseases of the University of Brescia and 
the Spedali Civili General teaching Hospital 

e About 150 patients are currently receiving HAART at the CASO, thanks to 
private donations and funds coming from the World Bank through the MOH. 
24 of them were pregnant women screened during the PMTCT activities at 
the SCMC. About 100 additional patients will soon benefit from HAART 
thanks to private donations (CARIPLO Foundation) and Institutional grants 

| (Province of Brescia) to Medicus Mundi Italy uy 

e Three young doctors from Ouagadougou have already attended training 
stages at the Institute for Infectious and Tropical Diseases of the University 
of Brescia ve | 

e Training activities for local staff (including laboratory technicians, obstetri- 
cians, etc.) is currently being planned thanks to the financial resources 
secured by private donations to Medicus Mundi Italy (CARIPLO Founda- 


tion) D1S-32¢ 


Once established and fully operational in the capital city of Ouagadougou, it Sant 7 } Yo 
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is foreseen that a similar partnership may be transferred to the periphery of 
the country at the district level to test the hypothesis that such a collaboration 
aimed at administering antiretroviral drugs to HIV-infected people may also 
work in more unfavourable conditions. The St Camille District Hospital in Nanoro 
(100 km north-east from Ouagadougou) has been selected to host the first of 
these decentralized projects. 


Future perspectives and research priorities 

The pressure put by the public opinion on the scientific community about the 
urgent need to scale-up antiretroviral therapy in developing countries should 
not hide the equally urgent need to perform high quality research in order to 
get clues on how to overcome the obstacles that still prevent the full operation 
of antiretroviral programmes. The recent Consensus Statement issue by the 
Infectious Diseases Society of America (ISDA) identifies 11 research priorities 
(Table 1) (Vermund e Powderly, 2003). 


Intensive operational and basic research is needed to gain reliable data on 
the best possible Strategies to administer (DOT?) and monitor (simplified CD4 
count and viral load technologies) HAART. 


The collaborative efforts set in place by the St Camille Delegation and Medicus 
Mundi, with the support of the University and Hospital of Brescia, may repre- 

_ Sent the optimal setting for conducting clinical trials and to test possible solu- 
tions to real-life problems, such as the breastfeeding dilemma, which might 
be overcome by the continuous antiretroviral treatment of the breastfeeding 
HIV-seropositive mother. 


Finally, the setting-up of such an Expanded access to antiretroviral therapy in 
developing countries requires the Strengthening of the health care system in 


trend in this particular population. Large Sample size surveys are urgently 
needed to fill this gap. 


Prof. Dr. Francesco Castelli (et al.) 


Table 1. Research priorities in the field of antiretroviral therapy in Developing 
countries 


A) When to start antiretroviral therapy? 

1. At the individual level, itis practical to start therapy on the basis of syndromic 
management (i.e., when patients become ill) or it is wiser to begin therapy 
when a patient reacheda given asymptomatic CD4* cell count (€.g., 200 cells/ 
mm?) value? 

2. At the collettivity level, it is practical to start therapy on the basis of syndromic 
management (i.e., when patients become ill) or it is wiser to begin therapy 
when a patient reacheda given asymptomatic CD4* cell count (€.g., 200 cells/ 
mm?) value? 

3. ART should be started during the course of anOl or only after the patient is 
Stabilized with O} therapy? 
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(B) Which drugs to use? 

4. Does the efficacy/toxicity ratio of triple NRT| combination justify its use in 
resource-poor countries? 

5. How demographics, ethnic and nutritional factors modify plasma phar- 
macokinetic profile of antiretroviral drugs? 

6. Which is the real usefulness of structured treatment interruptions in reduc- 
ing costs and toxic burden in resource-poor countries? 

7. How to monitor the impact of a wider access to HAART on preventive atti- 
tudes, with particular regard to sexual behaviour? 

8. How to assess knowledge, attitude and practice on antiretroviral therapy in 
developing countries? 


(C) Monitoring efficacy and tolerability of HAART 

9. Which is the most cost/benefit convenient approach (Clinical monitoring? 
Haematocheistry? Virological and immunological)? 

10. Which the best surrogate marker to guide treatment modifications in the 
absence of virological and immunological markers? 

11. Which the best and most appropriate low-technology approaches in de- 
veloping countries? 
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MMprovement of quality of life of HIV/AIDS 
patients in Bukavu, D.R.Congo by givi Ng 
access to antiretrovira| (ARV) therapy 


Anja Krabbe, Project Manager 
HIV/AIDS, Pharmakina/action 
medeor 


Pilot project: 

Centre for HIV/AIDS diagnosis/Production and sale of low-oriced 
antiretrovirals by PHARMAKINA s.c.a.rl., Bukavu, D.R.C. in collabora- 
tion with Dr. Krisana Kraisintu and action medeor. 


Background 
PHARMAKINA® is a pharmaceutical company specialized in quinine 
Products, which are powerful cures for the treatment of malaria and 
also used as food additives. The factory is located in Bukavu, eastern 
Congo. PHARMAKINA@® is one of the biggest employers in this region 
and with long-term investments contributes considerably to the devel- 
opment of the local economy. PHARMAKINA (PK) is also the world’s 
largest producer of quinine. PK has put into operation a diagnostic centre 
for malaria, tuberculosis, etc. and pregnancy tests accessible to the 
public. It also operates 12 health centers spread over North and South 
Kivu. 


Situation 

HIV infection is estimated to be very high in Sub-Saharan countries, but 
the majority of HIV/AIDS patients do not have access to antiretroviral 
therapy (ART). The general health situation and the medical/pharma- 
ceutical care for D.R.C.’s Population has to be rated as Critical, be- 
Cause a lot of people have no access to any health services. 

At present there is no local Production of ARVs in this country and the 
people living with HIV and those already suffering from AIDS cannot 
afford the costs for (imported) antiretroviral drugs, clinical monitoring 
and costs for drugs for Opportunistic infections. 

So the company intends to help HIV/AIDS-infected persons in D.R.C. 
by setting up a sustainable Social pilot project: The local Production of 
low-priced, quality controlled ARVs. 

Furthermore, there will be a new centre for diagnostics (HIV. Malaria, 
etc.) at the Pharmakina plant in Bukavu, which will be open to the pub- 
lic with high standard Equipped laboratories to ensure clinical and lab 
monitoring during ART (like CyFlow for CD4-cell-counts). The ARVs 
medication can bring improvements in the Quality and longevity of life. 
There is now a Public Private Partnership (PPP) between GTZ and 
PHARMAKINA, so GTZ gives financial support for laboratory equip- 
ment and the production site as well as technical support. GTZ itself 
has some AIDS-projects in D.R.Congo. 


The aim of this humanitarian non-profit project is to reduce the morbiad- 
ity and mortality of AIDS patients in Bukavu, Eastern Congo by offering 
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actual field conditions, is affordable and is easy to take. 
AFRI-VIR® S30 is a triple combination of first line ART of: 
STAVUDINE (d4t): 30 mg, LAMIVUDINE (3TC): 150 mg, NEVIRAPINE: 200 mg 
Furthermore, PK will manufacture STAVUDINE S30 and LAMIVUDINE sepa- 
rately. 
Dr. Krisana Kraisintu provides the technology transfer for this ARV production. 
Dr. Kraisintu’s aim is to give access to ARVs for poor African people by local 
manufacturing of non-patented ARV drugs; moreover this "provides a win-win 
solution to all involved parties and most importantly, it represents a viable and 
sustainable means of tackling the problem at its source’. 
Target groups are: 
e Employees of PK enterprises and their relatives 
e HIV/AIDS-patients living in the Kivu provinces, who have the support 
of NGOs (like action medeor) and are supervised by them 
e AlDS-patients in other provinces of D.R.C., provided the supervision 
is assured and handled by NGOs, church or government institutions 
and/or hospitals. 


So the customers of PK’s products will be health institutions like international 
NGOs, other enterprises and/or other national institutions who will take charge 
of ART for HIV/AIDS patients in D.R.Congo; so you won't find AFRI-VIR® in 
any pharmacy in Bukavu. 


Summary: 

e Upper aim in developmental/humanitarian context: 
Reduction of morbidity and mortality by production and marketing of 
low-priced ARVs for the (first-line) therapy of AlIDS-patients 

e Regional aim of the project: 
Local production and marketing of affordable ARVs. The afflicted are 
helped by the offer of low-priced drugs (by establishment of a Cen- 
tre for Diagnostics in Bukavu and of a production plant for low-priced 
ARV) 

e Employers sustainable aims: 
Creating jobs and job security by developing new markets by means 
of diversification of products 


This project should be a model / example for other African countries to show 
that it is possible to set up local production to manufacture non-patented, low- 
priced ARV in even the poorest countries of the world, like war torn D.R.C. 


Anja Krabbe 
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